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Background: Chronic diseases such as diabetes, cardiovascular disease and 
some cancers are often attributed to lifestyle risks such as smoking, inadequate 
nutrition, harmful alcohol intake and limited exercise. Lifestyle interventions can 
reduce the probability of developing chronic disease, and maintain health for those 
with existing chronic conditions. An ageing population and increased prevalence of 
multimorbidity have created added demand for primary care services. While 
general practice nurses (GPNs) have an important role in managing chronic 
disease and lifestyle risk reduction, little is known about how GPNs communicate 
with patients about lifestyle risk.  
Aim: This thesis sought to explore Australian GPNs’ approaches to, and 
perceptions of communicating about lifestyle risk with patients.  
Methods: This concurrent mixed methods project was underpinned by 
pragmatism. Data collection included video observation of chronic disease 
management (CDM) consultations between 15 registered nurses (GPNs) and 40 
patients from 14 general practices. Semi-structured interviews were also 
undertaken with participating GPNs.  
For the quantitative analysis the Nonverbal Accommodation Analysis System 
(NAAS) was used to examine accommodative GPN-patient behaviours from the 
video observations. A qualitative content analysis of a subset of the video 
transcripts applied the ‘exploring, guiding and choosing model’, based on 
motivational interviewing (MI). The semi-structured interviews were analysed using 
thematic analysis.  
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Findings: Three key findings arose from the project, namely: 
GPN strategies when communicating lifestyle risk. GPNs used techniques that 
supported nonverbal and relational communication strategies during conversations 
about lifestyle risk. These strategies supported ongoing patient-centred discussion 
and were often accommodative, depending on GPN prioritisation and patient 
need. 
GPN professional development needs. GPNs require development of their 
communication skills in lifestyle risk reduction that foster patient autonomy and 
engagement. Gaps exist in GPNs’ pre-registration and ongoing education and 
development of skills such as nonverbal communication and MI. 
Organisational support and funding needs. Funding mechanisms and workplace 
organisation impacted on GPN-patient communication about lifestyle risk. While 
the nature of the physical and workplace arrangements impacted upon GPN-
patient communication, the value placed on the GPNs’ role in providing this care 
was inextricably linked to funding models. 
Conclusion: This project has generated new knowledge about GPN-patient 
communication about lifestyle risk. GPNs require ongoing professional 
development to support skill development and maintenance around 
communicating with patients about lifestyle risk. To achieve this, organisational 
insight into the GPN role and funding to support professional development need to 
be considered. Consistency and prioritisation in applying patient-centred 
approaches would improve GPN consultation quality and patient outcomes in 
chronic disease prevention and management.  
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Behaviour Change A modification in activities towards a targeted 
behaviour2. 
Chronic Disease  Communicable and non-communicable diseases 
which develop over a long period of time, their 
onset can be caused by many factors and 




The synchronisation (or otherwise) of verbal and 
nonverbal behaviour through types of adjustment 
such as convergence, divergence and 
maintenance4. 
General Practice Employing, or contracting, general practitioners 
and other health providers, general practice 
delivers primary care within the community mainly 
through small a business model5. 
General Practice Nurse A nurse employed by a general practice. 
Health Promotion 
 
Preventing the causes of morbidity and mortality 
through preventive interventions for the 
improvement of health and quality of life6. 
Lifestyle Risk Factors Modifiable behavioural risks which influence ill 
health such as smoking, poor nutrition, harmful 
levels of alcohol intake, and poor levels of physical 
activity7.  
Local Government Area A geographical area within the responsibility of an 
Aboriginal or Island Council, Community 
Government Council or Local Government Council. 
Medicare An Australian government funded medical benefits 
scheme providing services such as doctors, 
specialists, and allied health at reduced or no cost 
to the public8. 
Motivational Interviewing A directive and person-centred communication 
style which uses techniques such as shared 




Chronic diseases as a result of behavioural, 
genetic, environmental and physiological factors10. 
Person-centred Care 
 
Within therapeutic relationships, the needs of the 




Primary Health Care 
Registered Nurse 
Self-management 









Medically oriented services for treatment of 
individuals within the community; including general 
practice, community health, pharmacy and allied 
health services12,13. 
Frontline services provided by government and 
nongovernment organisations such as private 
practices, community health, Aboriginal 
Community Controlled Health Services14. It 
addresses a “health for all” and people centred 
approach to health promotion, illness prevention, 
treatment, rehabilitation and end-of-life care15. 
A person who has demonstrated the education and 
competence to practice under law and their 
professional scope as a registered nurse16. 
The daily management of chronic disease by an 
individual aimed at improving health outcomes17. 
Responsible for differences in health status 
through the conditions of birth, development, 
employment and aging such as social exclusion, 
globalisation, health systems and gender equity18. 
Interconnected global challenges and goals for 
achievement by 2030. Examples relate to 
inequality, poverty, and the environment19.   
Health services conducted over distance where 
information, visual images, data and voice are 
transmitted between patients and health care 
professionals20. 
The endorsement of a new declaration in 2018 
Astana, Kazakhstan, affirming the role of primary 
health care to improve standards of health21. 
Funded by the Australian government, the program 
provides financial incentives for general practices. 
It is aimed at supporting care to patients with 
chronic and complex conditions by encouraging 
the retention and access to health professionals 
such as pharmacists, nurses, allied health, and 





Chapter 1: Introduction 
1
Introduction 
Harmful lifestyle behaviours are inextricably linked to chronic disease and 
premature death23. An increasing prevalence of chronic disease has created 
increased demand for primary care, which in the Australian setting is most often 
provided in general practice. To meet this need, policy decisions have supported 
increased numbers of nurses working in general practice24. Chronic disease 
management is a core general practice and GPN activity; and there is opportunity 
to better support patient* self-management through communication about lifestyle 
risk reduction26. GPNs are ideally placed to communicate with patients about their 
lifestyle habits, and the impact of these on health and wellbeing27; however, in 
practice, there is complexity around opportunities to address lifestyle risk reduction 
with patients26. In this chapter, an overview of what is known about chronic 
disease and the communication of lifestyle risk reduction in general practice is 
provided. The chapter also describes the candidate’s reflexivity, the aims and 
motivation for undertaking the project, and the significance of the project to 
healthcare and nursing practice. 
Background 
The World Health Organization (WHO) has committed to addressing chronic 
disease and unhealthy lifestyles through the Declaration of Astana and the 2030 
Agenda for Sustainable Development Goals10,19. These commitments aim to affirm 
primary health care initiatives, including the need to reduce chronic disease 
through the reduction of unhealthy lifestyles10,19. At a national level, strengthened  
* The use of the term ‘patient’ in this context is commonplace and indicates an 
individual seeking or receiving health care25. The potential interpretation of this 
term as being paternalistic is recognised. However, the terminology has been used 
in this thesis to be consistent with common vocabulary in this clinical setting. 
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health care systems and policies, such as alcohol taxes and junk food advertising  
restrictions, are used to facilitate reductions in chronic disease and lifestyle risk28. 
Internationally, 41 million deaths per year (71% of all deaths) are attributable to 
chronic disease, making this the primary cause of death10. The most common of 
these include diabetes (1.6 million deaths), respiratory disease (3.8 million 
deaths), cancers (9 million deaths) and cardiovascular disease (17.9 million 
deaths)28. Chronic diseases also account for over one third of health 
expenditure29.  
Chronic Disease in Australia  
The impact of chronic disease is similar in Australia, where cardiovascular 
disease, for example, results in 13% of all deaths, more than any other chronic 
disease7. Fifty percent of Australians have one or more chronic diseases and 23% 
have multiple30, resulting in 89% of all deaths23. Rates of chronic disease and 
multimorbidity are highest for people aged over 65 years, females, and those who 
live in regional/remote and in lower socioeconomic areas30. Preventing hospital 
admissions from chronic disease would promote better health and save $322 
million, averting some 250,000 hospital admissions annually31. There are also 
costs at the individual level for carers and families, including losses in productivity 
and wages, as well as reduced quality of life and premature death32. Addressing 
lifestyle risk factors has the potential to prevent a third of the disease burden30.  
Impact of Lifestyle Risk Factors 
As chronic diseases are linked to lifestyle and biomedical risk factors, they are 
largely preventable30. Reducing or preventing the onset of modifiable risk through 
lifestyle risk reduction has the capacity to decrease the accumulated risks of 
3
chronic disease33. Modifiable lifestyle risk factors such as tobacco use, unhealthy 
diet, harmful alcohol intake, and inadequate physical activity can lead to 
substantial chronic disease morbidity and mortality10. For example, inadequate 
physical activity is associated with heart disease and stroke, diabetes, and 
dementia, as well as bowel, breast and uterine cancers30. Lifestyle risk factors 
often occur together, such as alcohol consumption and tobacco use28. Biomedical 
risks such as high cholesterol, overweight or obesity and high blood pressure are 
also often influenced by lifestyle risk factors7. 
Australian guidelines recommend that there is no safe level of smoking34 and, for 
the general population, alcohol consumption should be limited to four standard 
drinks on any one occasion and no more than 10 per week35. Despite this, tobacco 
smoking as well as overweight and obesity, when considered with inadequate 
physical activity, are each responsible for approximately 9% of the total disease 
burden30. Further, alcohol use is responsible for 4.6% of the total disease 
burden30. This demonstrates that guideline advice on its own is inadequate to 
drive the behaviour change needed to reduce lifestyle risk and, subsequently, 
chronic disease prevalence36. People often need ongoing, professional support to 
encourage and sustain lifestyle risk reduction36. 
Even a small lifestyle change can make a difference. A 14% reduction in total 
disease burden could be achieved if every person achieved an additional 15 
minutes of brisk walking for five days each week30. Additionally, the disease 
burden, could be reduced by 14% if people of average height, who are obese or 
overweight, maintained a weight loss of three kilograms30. However, addressing 
lifestyle risk is complex, requiring consideration of the social determinants of 
health (SDoH) and a collaborative effort from sectors including health, media, 
4
urban planning, and transport37. Reducing dietary salt intake and increasing 
exercise levels, for example, requires consideration of social supports, 
environmental constraints, health literacy and, cultural and behavioural 
influences18,38. Policy and funding inadequacies targeting the promotion of healthy 
environments, such as limited availability of safe spaces for physical activity, have 
resulted in the perpetuation of health disadvantage37. For many people, living with 
a chronic disease is just one of many challenges in their life to prioritise39. 
Increases in household and healthcare costs, limited access to services, fatigue 
and powerlessness related to care navigation, and exposure to risks including 
tobacco and unhealthy diets all contribute to the perpetuation of poverty and 
chronic disease37,39.  
Australian General Practice and Chronic Disease 
Australian primary care is mostly provided through general practice, also known 
as family practice40. These services are community based and provide front-line 
acute and preventive care for patients across the lifespan, including the prevention 
and management of chronic disease41-43. Internationally, there are inadequacies in 
the detection and management of chronic disease in primary care44. Presentations 
to Australian general practice related to chronic disease account for 53.3 per 100 
encounters45. The number of visits to general practices and allied health services 
relating to the management of chronic disease have also increased, by 8% and 
5% respectively, in the last 5 years46. However, to reduce the impact of chronic 
disease on health and the economy, efforts to support patient self-management 
are needed. This includes the reduction of modifiable risk factors through 
behavioural change, and improved management through better use of 
multidisciplinary teams and enhanced integration of primary care services44,47.  
5
Funding Mechanisms 
In Australia, general practices are predominately operated by either corporate 
bodies or by general practitioners (GPs) as small business enterprises45. This has 
important implications for organisational design, consistency of care models and 
service delivery. For example, developing care models incorporating the co-
location of multidisciplinary services under one organisational structure48. General 
practice services are funded through the Australian government Medicare Benefits 
Schedule24. Medicare is a fee-for-service model where patients are bulk-billed, or 
increasingly, a gap fee is paid by the patient for each occasion of service49.  
General practice income is used to fund operational costs including wages, 
utilities, consumables and equipment49. Funding and policy incentives for 
multidisciplinary chronic disease management (CDM) include Medicare rebatable 
services and the Practice Nurse Incentive Program / Workforce Incentive Program 
(WIP)22,50. These incentives have sought to better manage patient complexity by 
funding access to the broader primary care workforce of nurses, allied health and 
aboriginal health workers22,50. While these incentive programs have been helpful in 
expanding general practice services, they have often been reactive, such as 
funding incentives for CDM31, rather than strategic. These services have also 
frequently paid rewards to general practices per treatment rather than based on 
care quality or patient outcomes31.  
The complexity of primary care funding becomes apparent when considered in 
relation to the fact that acute care services are funded by State / Territory 
governments. This results in duplication and fragmentation of care31. In the current 
environment, innovative and financially sustainable models of care are critical to 
prevent and reduce the burden of disease, and to meet increasing demand31,51.  
6
General Practice Nurses in Australia 
A GPN is a baccalaureate prepared (or equivalent) registered nurse (RN), or 
diploma trained enrolled nurse, who works in a general practice52. The role of 
GPNs has evolved from a doctor’s wife or handmaiden’s role53 to one that requires 
clinical expertise in areas like care coordination, health promotion and education, 
acute injuries, triage, immunisation, wound management, health assessment and 
CDM54,55. Unlike similar roles internationally, such as in the United Kingdom, 
Australian GPNs work under a delegated medical model of care and roles are 
often negotiated on an ad hoc basis56. This is made more complex by the fact that 
the GP is often both a clinical colleague and the GPNs’ employer57.  
A combination of a positive policy and funding environment and increasing clinical 
demand has seen Australian GPN numbers grow rapidly from some 7,728 nurses 
in 200758 to over 11,000 nurses in 201559. Most GPNs are RNs and 84% of GPs 
work within a general practice that employs at least one GPN45,58. Funding 
mechanisms supporting employment of GPNs have evolved over time. In the early 
2000s, GPNs were funded by individual item numbers for specific clinical 
services52. More recently funding has evolved to block government payments such 
as the 2012 Practice Nurse Incentive Payment, revised in 2020 to the WIP, plus 
Medicare item numbers for GPNs to “assist”50 GPs in CDM care22,50,60. The 
structure of these funding arrangements have been previously found to constrain 
GPNs’ scope of practice to services that attract a Medicare rebate61,62.  
Employment conditions for GPNs present challenges. While GPNs are integral 
members of the general practice team, barriers relating to the GPN-GP working 
relationship exist around collaborative teamwork, delegation, variations in GPs’ 
practice, and at times, lack of understanding about GPNs’ scope of practice62. 
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Lower pay rates, compared to their acute care colleagues, and limited scope to 
negotiate salaries or formal career structures remain ongoing issues in this 
setting63,64. While there is an acknowledged need for ongoing professional 
development to support GPNs, there are no specific post-graduate qualifications 
required for nurses to work in general practice62. 
The prevention and management of chronic disease is a key component of the 
GPN role65. The feasibility, sustainability and effectiveness of nurse-led initiatives 
such as CDM in general practice have been explored and the GPN role in this 
area has been found acceptable to patients and GPs66-68. These initiatives include 
the management of conditions such as hypertension and diabetes, and preventive 
interventions such as promoting smoking cessation, good nutrition, and alcohol 
and physical activity guidelines66,67.  
Communicating Lifestyle Risk Reduction 
Lifestyle change is not easy and often requires ongoing professional support. The 
role of GPNs in CDM and their often-ongoing relationships with patients66, places 
them in an ideal position to talk with patients about issues related to lifestyle risk 
reduction. Traditional approaches to communication such as advice or information 
giving are often not sufficient to facilitate effective behaviour change and these 
methods are generally associated with paternalistic approaches to care36. 
Approaches to lifestyle risk reduction need to be collaborative, whereby ongoing 
and enabling discussions foster self-management over time69,70.  
Communicating about lifestyle risk behaviours can be challenging for patients and 
health professionals, and these discussions require ongoing commitment by both 
parties71. These are often complex discussions and require skills in rapport 
building, barrier resolution and supporting patient-led preferences, goals and 
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strategies for behaviour change9. Challenges to effective communication in clinical 
practice can be related to a lack of health professional effort, motivation, 
knowledge, effective use of communication techniques, and patients’ 
SDoH18,26,27,72.  
Enabling communication about lifestyle risk reduction is beneficial for patient self-
management due to the sense of partnership and rapport building generated by 
these encounters73. Health professionals need to consider patients’ motivation in 
goal setting through the social, medical and emotional aspects of self-
management, including the patients’ ability to participate meaningfully in other life 
roles74. Effective support of patient self-management requires nurses’ observing, 
listening, guiding and suggesting, and trusting patients’ self-knowledge73. By 
supporting self-management in lifestyle risk reduction, there is a real potential to 
improve peoples’ risk profile and reduce the prevalence of chronic disease38. 
The collaborative process of communicating about lifestyle risks requires 
nonverbal and verbal approaches, which are holistic, move beyond language, and 
facilitate a person-centred approach to encouraging behaviour change75. The 
effective use of nonverbal techniques, such as smiling and nodding, support 
positive patient outcomes in cognitive and physical function76. Interactional 
benefits of nonverbal communication include shared decision-making, trust, 
patient satisfaction, and rapport building77-80. Verbal techniques for lifestyle risk 
communication, such as motivational interviewing (MI), facilitate patient self-
management in lifestyle risk reduction and are known to be both challenging and 
effective in general practice72,81,82. Challenges to MI encountered by GPNs are 




Reflexivity refers to the way a researcher reflects on personal biases, 
preconceptions and preferences83. This project was governed by a pragmatic 
ontological and epistemological perspective. A pragmatist’s ontological 
perspective is shaped by practices, experiences, language or structures, within the 
world as we know it. As a GPN, aspects of this role have influenced my 
understanding of communication with patients about lifestyle risk behaviours. 
Aspects of one role influence the perceived reality of another. As a result, the 
experiences, parameters and language of clinical reality, and the context of 
communication about lifestyle risk were understood, but not beyond my own 
clinical experience. Through this project, I sought to appreciate whether my 
knowledge and experience transcended to the practice of other GPNs, and to 
explore what I might learn from their practice. While my previous clinical 
background informed conceptualisation of the project, reflexive introspection was 
enhanced by keeping a journal83 and regular discussions with my supervisors. 
Motivation for Undertaking the Project 
My professional transition from acute to primary health care, namely occupational 
health employee wellness programs and general practice, enhanced my interest in 
examining illness prevention. While the SDoH form the foundations of our health18, 
nurses have an important role in preventing and assisting patients to manage their 
chronic diseases through conversations about lifestyle risk reduction. From my 
experience undertaking these roles effectively, particularly with people who would 
not have otherwise accessed health services, and communicating about health 
education and promotion is rewarding and makes a real difference to patients’ 
health outcomes. 
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In my role as a GPN, frustrations about the lack of opportunities to effectively 
undertake conversations about lifestyle risk raised questions regarding the 
extrinsic and intrinsic factors affecting my practice. I wanted to explore whether my 
experiences were similar to other GPNs, and, to understand how GPN-patient 
lifestyle risk communication was occurring more broadly in general practice.  
Problem Statement 
Increases in the chronic disease burden have necessitated a shift towards 
effective approaches to lifestyle risk reduction and CDM. Lifestyle risk 
communication is known to be effective in assisting improved health by reducing 
the onset of chronic disease and optimising outcomes in those with established 
disease72. Through conversations about lifestyle risk reduction, GPNs’ role in 
providing ongoing care to patients across the lifespan presents opportunities in 
chronic disease prevention and management.  
Nursing in general practice requires understanding of the SDoH, collaboration, and 
the intersection of personal care with health promotion and illness prevention84. 
GPNs have capacity for the temporal and relational continuity needed to facilitate 
behaviour change interventions and improve patient outcomes70,71,85. These 
factors create opportunities for GPNs to reduce chronic disease prevalence and 
impacts though enhanced lifestyle risk reduction85. To date, little is known about 
how communicating lifestyle risk reduction is perceived or how strategies 
supporting behaviour change are enacted in GPNs’ clinical practice85. Exploring 
GPN lifestyle risk communication practices and beliefs will provide insight to guide 
future clinical practice, education and training of nurses and development of 
interventions to improve health promotion and disease prevention.  
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Aims  
This doctoral project sought to address the research questions; 
1. How do GPNs communicate about lifestyle risk with patients?
2. What are GPNS’ perceptions of communicating about lifestyle risk with
patients?
These research questions were answered through: 
a) examining nonverbal communication between GPNs and patients during
CDM consultations.
b) exploring how lifestyle risk is communicated between GPNs and patients.
c) describing GPNs’ experiences of engaging in lifestyle risk communication.
Significance to Nursing and Health Care 
Most people have at least one lifestyle risk factor32, and GPNs are well positioned 
to promote behaviour change to assist patients to reduce these. However, there 
remains limited knowledge of how lifestyle risk communication is currently enacted 
by Australian GPNs during usual care such as CDM85. The understanding of 
lifestyle risk communication presented in this thesis will inform and support both 
policy and practice related to this element of the GPN role. In doing so, this project 
has the capacity to assist in informing optimisation of the GPN role and reducing 
the increasing burden of chronic disease85.  
To meet growing service demand, there is opportunity to discuss lifestyle risk 
within usual care85. However, achieving this requires a baseline understanding of 
current clinical practice about lifestyle risk communication and the barriers and 
facilitators that impact on this. This knowledge could inform strategies to enhance 
the GPN role in this area, including continuing professional development (CPD), 
undergraduate and postgraduate nursing education, and health policy and funding. 
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Thesis Structure 
This thesis is compiled in adherence with the University of Wollongong (UOW) 
Higher Degree Research (HDR) Thesis by Compilation Rules86. It contains six 
peer-reviewed publications within the eight thesis chapters (Figure 1.1). These 
papers use the style and structure from the specific journals, reformatted to 
provide consistent presentation throughout the thesis.  
This first chapter has described the background to lifestyle risk communication in 
the context of Australian general practice. It highlights the magnitude of the 
problem and describes the funding mechanisms that underpin Australian general 
practice and GPN care. This chapter also provides insight into the project’s aims 
and significance to health care.  
An integrative review of the literature is presented in Chapter 2 (Paper 1)85. 
This published paper synthesises the literature and reveals the gaps in 
knowledge that this project sought to address.  
Chapter 3 discusses the methodology and methods used in the project. This 
includes the aims, design, theoretical perspective, thesis structure, setting, 
sampling, recruitment, overview of the quantitative and qualitative components, 
data integration and ethical issues. A peer-reviewed publication (Paper 2)87 
is presented within this chapter to describe the process of video data collection.  
Chapters 4, 5, 6 and 7 present the findings as a series of peer-reviewed papers. 
The quantitative analysis of the video observations of consultations is presented in 
Chapter 4 (Paper 3)88, while Chapter 5 presents the content analysis of a subset 
of video transcripts (Paper 4)89. Findings from the GPN interviews are 
presented in two papers. The interactional factors needed during conversations 
of lifestyle risk are described in chapter 6 (Paper 5)27, while Chapter 7 
(Paper 6)26 describes 
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GPNs’ perceptions of the facilitators and barriers to lifestyle risk conversations. 
The discussion and conclusion of the thesis, presented in Chapter 8, integrates 
the findings within the context of the broader literature, discusses the 
project’s significance and limitations and offers recommendations for policy, 
practice and research.  















Lifestyle risk factors substantially contribute to the burden of chronic disease37. 
There is potential for effective strategies in discussing lifestyle risk reduction to be 
implemented in primary care. However, little is known about how GPNs 
communicate with patients about lifestyle risk. This chapter comprises paper 1, an 
integrative review of the literature reporting lifestyle risk communication by RNs in 
general practice (Appendix 1). Permission to include the paper in this thesis has 
been granted by Elsevier (Appendix 1). The paper was published in Collegian 
(Impact factor: 1.830, Journal ranking: 0.732) as; 
James, S., Halcomb, E., Desborough, J. & McInnes, S. (2019). 
Lifestyle risk communication by general practice nurses: An 
integrative literature review. Collegian, 26, 183-193. doi.org/10. 
1016/j. colegn.2018.03.006 
Abstract 
Background. The growth of the general practice nursing workforce has created 
opportunities to enhance activities aimed at lifestyle change to optimise health and 
reduce risk. While health status and risk levels are amenable to behaviour change, 
a number of complex interrelated factors influence the GPN role, often resulting in 
the underutilisation of nurses. This can limit their capacity to respond to patients’ 
needs, including communication regarding lifestyle risk factors and their chronic 
health needs. Understanding GPNs’ views on lifestyle risk communication and 
factors influencing this can inform improvement in CDM and effectiveness of 
lifestyle risk communication by GPNs.  
Aim. To review the literature examining the experiences and perspectives of 
GPNs regarding communication with patients about lifestyle risk factors.  
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Method. An integrative literature review was conducted using the methods of 
Whittemore and Knafl90. CINAHL, Scopus, MEDLINE, Cochrane Library and 
Joanna Briggs Institute of Systematic Reviews were searched for articles 
published in English from January 2006 – October 2016. Peer-reviewed papers 
reporting primary research which focussed on GPNs’ perceptions, attitudes, 
experiences and/or perspectives of lifestyle risk communication with adults were 
included. Included papers were assessed for methodological quality and findings 
extracted for thematic analysis.  
Results. Fifteen articles were included, yielding four themes; GPNs’ views of the 
nurse-patient relationship, MI, barriers to practice, and role parameters. Data 
revealed GPNs’ needs relating to role clarity, maintenance of therapeutic 
relationships, as well as organisational, government policy and technique support.  
Conclusion. GPNs are increasingly managing and coordinating care for people 
with, or at risk of, chronic disease. Lifestyle risk counselling effectively supports 
CDM and lifestyle risk reduction. This review synthesises GPNs’ current 
experiences and perspectives of lifestyle risk communication, as well as 
highlighting additional research needs. 
Introduction 
Modifiable lifestyle risk behaviours such as smoking, unhealthy diet, harmful 
alcohol intake and inadequate physical activity significantly contribute to an 
increased prevalence of chronic disease37. Internationally, funding and 
government policy inadequacies are reflected in lifestyle risk factor increases37. 
For example, rapid unplanned urbanisation and the globalisation of unhealthy 
lifestyles can foster conditions such as obesity37. The World Health Organization37 
reports that each year 4.9 million people die from tobacco use, 2.6 million die from 
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being overweight or obese, 1.9 million die due to physical inactivity, 7.1 million die 
as a result of raised blood pressure and 4.4 million people die secondary to high 
cholesterol levels.  
A reduction in lifestyle risk behaviours can delay the onset of chronic disease and 
assist those with chronic disease to optimise their health. Achieving behavioural 
change is a complex process that often requires both patient commitment to 
change and health professional support71. The GPN has the potential to play a 
significant role in both raising awareness of the need for behaviour change and 
supporting patients through this process91. This review explores GPNs’ views of 
lifestyle risk communication to inform strategies for the optimal delivery of 
preventive health care. 
Background 
Nurses comprise the largest non-physician workforce in primary care, and GPNs 
play a pivotal role in community-based health care61,92,93. Internationally, primary 
care settings, including general practice, are contending with increasing patient 
demand as well as a decreasing medical workforce68,94. Whilst there is variability 
amongst international primary care settings and systems, governments in New 
Zealand, the United Kingdom and Australia have implemented policies that have 
supported nursing workforce growth and enhanced roles for nurses, to assist in 
meeting the growing demands in primary care58,95,96. 
GPNs are increasingly involved in both CDM and assessment of those at risk of 
chronic disease97. Indeed, some 67.2% of GPN-patient encounters in Australia 
consist of disease specific health education62. Interventions provided by GPNs to 
prevent and manage chronic disease are acceptable, feasible, sustainable, as well 
as clinically and cost effective for both patients and GPs66,68,98. Furthermore, when 
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GPNs work with a broad scope of practice and high levels of autonomy, patients 
experience high levels of satisfaction and enablement73. 
Nurses in other sectors perceive an absence of opportunities in preventive health 
education92. GPNs and their role in CDM has the potential for further involvement 
in preventive activities such as lifestyle risk communication. However, lifestyle risk 
reduction requires communication to be specific and relevant in order to 
encourage ongoing motivation for behaviour change99. Directive and person-
centred behaviour change techniques such as MI have been found to be effective, 
rather than traditional authoritarian approaches to lifestyle risk communication72. 
The GPN is a key health professional in providing such person-centred support 
given their practice in a primary care setting and prolonged engagement with 
patients and their families73,100. 
Despite the conceptual allure of the GPN role in lifestyle risk reduction, it has been 
suggested that current clinical practice in this area is inadequate31. Workplace 
organisation, funding, as well as patient, personal and professional factors 
influence the GPN role57,61,101-104. Additionally, it has been reported that the GPN 
role is largely underutilised, particularly in terms of nurses being supported to work 
to their full scope of practice73,84,97. Exploring GPNs’ views of lifestyle risk 
communication is an important foundation to inform effective GPN service delivery 
in the management of chronic disease and lifestyle risk. 
Aim 
This integrative review sought to examine the experiences and perspectives of 




Chapter 2:   Literature Review  
 
nurs* AND 
“family practice” OR “general practice” OR primary care AND 
“lifestyle” OR “life style” OR “behav* risk factor*” OR “chronic disease 
management” AND 
“health promotion” OR “patient education” OR counsel* OR “motivational 
interview*” OR communication OR “patient relations” OR prevention AND 
attitude* OR perception* OR experience* OR perspective* 
Methods 
Integrative Review 
The integrative review design was chosen due to the mixed approaches used and 
limited availability of relevant literature. This method combines and summarises 
data from a variety of research designs, allowing a more comprehensive view of 
the topic area105. Using a broad methodological sampling frame, rigour was 
employed from the stages of problem identification, literature search, data 
evaluation, data analysis and presentation105. 
Search Strategies 
An initial search of Scopus, MEDLINE, CINAHL, Joanna Briggs Institute and 
Cochrane was conducted for peer-reviewed papers published in the English 
language. Due to the growth and evolving nature of general practice nursing, only 
papers from January 2006 to October 2016 were considered. Key search terms 
are identified in Figure 2.1. Papers were eligible for inclusion if they reported 
primary research, which focussed on GPNs’ perceptions, attitudes, experiences 
and/or perspectives of lifestyle risk communication with adults. Nurse practitioners, 
advanced practice nurses and midwives were excluded due to their differing 
scopes of practice. Additional papers were retrieved by hand searching reference 
lists of retrieved papers and key journals were reviewed for further articles. 
Figure 2.1 Search terms 
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Search Outcomes 
The initial search identified 667 articles (Figure 2.2). Titles and abstracts were 
reviewed against the inclusion criteria, after which, the full manuscript of remaining 
articles were screened by one author (SJ). Following the removal of duplicates, 2 
authors (SJ and EH) independently screened the remaining papers to determine 














Figure 2.2 Process of paper selection   
Quality Appraisal 
Articles were appraised using the tool described by Pluye et al.106. Scoring was 
based on a percentage, 100% denoted all quality criteria were met. Included 
papers scored 75% or above. Most quantitative studies scored 75% due to the 
reported response rates. Given minor methodological concerns, all identified 
studies were included.  
Potentially relevant papers 
retrieved via hand 
searching (n=670) 
Included papers (n=15) 
 
Full papers reviewed 
(n=21) 
 
Title/abstract of paper 
reviewed and duplicates 
removed (n=30) 
Did not meet inclusion 
criteria (n=9) 
Did not meet inclusion 
criteria (n=6) 
Duplicates and irrelevant 
papers removed (n=640) 
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Data Abstraction and Synthesis 
Papers were individually extracted into a table, categorised, grouped, and 
compared105. Following abstraction, conceptualisation verification was conducted 
in consultation with the primary data sources105. Key theme synthesis was verified 
by all authors in terms of identification, analysis and interpretation and reporting107. 
Results 
Of the 15 included papers, 12 (80%) were from Europe and 3 (20%) were from 
Australia (Table 2.1). Most were qualitative (n=9, 60%) and used a variety of 
methodologies. 
Key Themes 
Analysis revealed four key themes: a) GPNs’ views of the nurse-patient 
relationship, b) Motivational interviewing, c) Barriers to practice, and d) Role 
parameters. Each of these is discussed in detail below. 
a)  GPN Views of the Nurse-Patient Relationship  
The studies described how nurses strived to take a person-centred and directive 
approach to their communication with patients102,103,108. When discussions went 
off-track, a directive approach was employed to steer conversations back to the 
consultation’s purpose102. Aspects of person-centred care were evident where 
communication was individually tailored after consideration of content, context and 
delivery, language, culture, and knowledge deficits99,101,102,109. Contextualising 
care to the individual patient was found to be important but needed to be done 
within a relationship of trust102,109-111. When this trust was present, person-centred 
care was facilitated through attention to patients’ social supports, resources and 





































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































The use of person-centred or culturally appropriate communication was enacted 
inconsistently. Some GPNs used instructive approaches, while others used ‘shock 
tactics’ to encourage behaviour change102,103,108. Despite reports of nurses’ beliefs 
in taking a person-centred or culturally appropriate approach to care, they were 
often described as being frustrated by their perceptions of patients’ poor self-
discipline, unwillingness and limited insight regarding the need to make lifestyle 
changes99,102,108,112. Patient empowerment was considered the key for motivation 
and ownership of an individual’s health care109. The absence of lifestyle risk 
communication, and the method employed were two factors that impacted on 
patient engagement. For example, some nurses were uncomfortable with 
addressing issues such as weight or smoking, or did not strive for open and 
empathetic modes of communication delivery81,101,102,108,112,115. There were 
inconsistencies in included studies about whether the use of documentation and 
adherence to protocols assisted in patient engagement or built the trust deemed 
necessary for individually meaningful lifestyle risk communication102,103,109. 
b)  Motivational Interviewing  
Three studies assessed nurses’ experiences using MI and self-rated performance 
as a framework for lifestyle risk factor communication82,116. While clinically 
demanding, MI was seen as a satisfying, stimulating, useful and effective method 
in assisting lifestyle change81,82. Managerial support, patience, flexibility, and 
interest in MI were seen as key factors to the technique’s implementation and 
success81,82. 
MI assisted in providing structure for communication and facilitating patient 
clarification of self-determined strategies for change, while maintaining person-
centred care82. However, despite positive regard expressed by nurses trained in 
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MI, it was reported that nurses tended to overestimate their self-rated performance 
compared with assessor scoring116. Ongoing support, training and feedback were 
identified as important to maintaining proficiency82,116. 
c)  Barriers to Practice 
Preventive and health promotion tasks were viewed positively by nurses, who 
aspired to increase their practice of these111,113. However, personal, professional 
and organisational factors created barriers to role expansion.  
Personal Factors 
Personal barriers centred on the nurses’ interest, confidence and struggles with 
communication techniques. Nurses lacked confidence due to perceived knowledge 
deficits and the emotional consequences of subjects such as weight 
management102,110. Nurses also required motivation to use specific techniques, 
such as MI, to ensure the communication technique’s adoption81,82. Motivation was 
therefore required to contend with difficulties learning a new technique and the 
change from traditional communication methods81. 
Nurses reported challenges with their motivation when lifestyle advice was 
provided repeatedly with uncertain commitment to behaviour change, potentially 
impacting on empathy for the patient99,103,108,114. Some papers described nurses’ 
struggles with internal conflict or cognitive dissonance, such as in weight 
management consultations, or when there was potential for patients’ perceptions 
of the nurses’ own lifestyle risk factors (such as being overweight) to be an 
impediment to patient receptiveness99,101,102,115. Additionally, one paper114 
described inhibiting factors for providing dietary advice, such as time, were more 
likely to be reported amongst nurses who were overweight. 
32
Professional Factors 
Improving nurses’ knowledge, experience and the availability of training regarding 
communication content and delivery featured prominently as a barrier to lifestyle 
risk discussions. The consultation technique, involving a person-centred approach 
rather than an advising or educating model, was acknowledged as an important 
factor in supporting behaviour change99. Training and experience was seen to 
improve opportunistic lifestyle risk encounters, personal resourcefulness and self-
perceived effectiveness99,102,103,110,111,114,115. However, many nurses, particularly 
those with more experience, described feeling underprepared to provide lifestyle 
risk factor counselling103,110,112,114. Barriers to achieving knowledge and skill 
improvement were found to exist around time, funding and availability of training 
opportunities110. 
Organisational Factors 
Organisational and practice resourcing constraints included government funding 
for lifestyle discussions, the availability of patient educational materials and 
appropriate consultation space81,108,109,111,113. Workplace and government 
priorities, such as time allocation and funding structures, impacted on GPN 
lifestyle discussions, which were seen to require considerable amounts of 
time108,113. Time allocation impacted on the volume to be discussed, establishment 
of rapport and the progressive delivery of information over time81,99,108,110-114. 
d)  Role Parameters 
While GPNs were viewed as approachable and well positioned to provide lifestyle 
risk advice, this mainly occurred opportunistically within CDM consultations, rather 
than having clearly defined dialogue content, roles and responsibilities within the 
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multidisciplinary team108,110,113. This was true of interventions related to weight 
management between GPs and nurses, and nutrition care between dieticians and 
nurses99,103,110. The inherent complexity of health education and the 
multidisciplinary approach to lifestyle risk communication necessitated 
collaboration between providers99,113. However, more feedback from providers 
such as dieticians was sought by nurses99. 
Discussion 
This review highlighted four key areas that are important for effective lifestyle risk 
communication with patients in primary care: the nurse-patient relationship; MI, 
barriers to practice, and role parameters. Addressing these individually provides 
an inadequate platform for effective lifestyle risk communication between nurses 
and patients. However, a concerted approach for improved GPN roles and 
interventions could support lifestyle risk factor reduction, encouraging patients’ 
self-management of chronic disease73,117. 
A person-centred approach refers to nurses’ relationships with patients, based on 
trust and respect, individual rights and personal preferences118. A person-centred 
approach is also associated with improved patient care, satisfaction and 
involvement, as well as decreased interventions71. This review identified that 
GPNs wanted to undertake a person-centred approach to lifestyle risk 
communication but did not want to undermine rapport by raising potentially 
emotionally charged subjects such as weight management99,101-103,109. However, 
person-centredness is essential to lifestyle risk communication, including building 
rapport, and sensitive discussion of potentially difficult subjects9,71. 
While behaviour change theories were not the focus of the study, GPNs’ reflective 
listening allows patients to express reasons for not changing behaviour without 
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feeling pressure or judgement9. “Rolling with resistance” is a key component of the 
MI process9. As such, discussion of emotionally charged subjects forms part of the 
person-centred delivery of lifestyle risk communication and underscores GPN 
training and educational needs. 
Time is essential for lifestyle risk communication, both in terms of duration and 
timing to ensure readiness for behaviour change71. Availability of time, however, is 
dictated by workplace priorities and government funding arrangements57,104. In this 
review, time allocation was found to directly impact on the presence, type, quality, 
and duration of lifestyle risk communication82,99,103,108-113. Furthermore, nurses 
expressed uncertainty about their knowledge, effectiveness, confidence and 
motivation to undertake lifestyle risk communication. Allocating time and the 
presence of workplace support for ongoing education and training in behaviour 
change counselling techniques, such as MI, can maintain nurses’ confidence and 
competence in these techniques99,102,103,108,110,114,119. 
Funding models have been demonstrated to influence GPN clinical practice66,84,97. 
In the primary care environment, where chronic disease care demands are 
increasing, there is both opportunity and need for organisational and health 
system support of GPN activities to be bolstered97. Alternative funding 
arrangements supporting ongoing GPN provision of lifestyle risk communication 
could fill the needs identified in this review for those at risk of lifestyle-related 
diseases.  
Issues of role clarity and expansion identified within the review resonate with the 
literature regarding the GPN role97,120. Role ambiguity has been influenced by 
historical patterns of care and hierarchy within general practice92. However, 
clarified roles provide a basis for effective optimisation of GPNs’ roles92. 
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Despite its contribution to knowledge, this review has limitations. First, the review 
focused on lifestyle risk communication with adults in primary care. Given the 
complexities and differences in lifestyle risk factor modification in younger people, 
this group were excluded. However, with a predominance of chronic disease in the 
adult population, we believe the review covered the most relevant demographic. 
Second, the available literature did not describe the use of non-verbal 
communication in GPN-patient lifestyle risk encounters, identifying an important 
gap in the research and the need for further research in this area.  
Conclusion 
The findings of this review are reflective of influences on the GPN role more 
broadly, strengthening the findings of previous research. While the evidence 
unequivocally supports the effectiveness of GPNs working with patients to modify 
lifestyle risk factors, to date there has been limited investigation of the experiences 
of nurses in providing such support. It demonstrates that further optimisation of the 
GPN workforce and skills could enhance the provision of lifestyle risk 
communication. For GPNs to deliver ongoing and effective lifestyle risk 
communication, ongoing and effective training, funding and infrastructure supports 
need to be in place. Our findings demonstrate a gap in the evidence regarding 
non-verbal lifestyle risk communication between nurses and patients. Research in 
this area would further bolster our capacity to inform effective communication 
strategies and management of chronic disease in primary care.  
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Chapter 3: Research Design and Methods 
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Chapter Introduction 
This chapter describes the overarching research question, aims, methodology and 
methods used in this project. Ethical considerations are also explored. Within the 
chapter, paper 287, a peer–reviewed publication, provides a detailed description of 
the video observation process.  
 Aims 
The overarching research questions were; 
a) How do GPNs communicate lifestyle risk with patients? 
b) What are GPNs’ perceptions of communicating with patients about lifestyle 
risk behaviours? 
To answer these questions, the specific aims of this project were to: 
1. examine nonverbal communication between GPNs and patients during 
CDM consultations. 
2. explore how lifestyle risk is communicated between GPNs and patients. 
3. describe GPNs’ experiences of engaging in lifestyle risk communication.  
Methodology 
This project was informed by pragmatism, where truth is understood through both 
the practical and theoretical enquiry of reality121. A pragmatic perspective justifies 
truth based on context, groundedness, reliability and what works121,122. Given that 
the pragmatist’s view is of a single world and multiple realities, logic is dependent 
upon the social and natural environment and not limited to static and objective 
claims of truth121,123. Pragmatism in mixed methods research has a worldview 
embedded in questioning diverse practice related problems124. Pragmatism is also 
prospective in nature and concerned with outcomes125. In doing so, the project 
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sought to take an account of gaps in knowledge and practice, to support clinical 
outcomes in GPN-patient lifestyle risk communication. 
Methodology refers to the assumptions that form the basis for new knowledge 
generation126. Mixed methods research, where different but complementary 
questions are answered using both qualitative and quantitative data, is a 
methodology whose philosophical underpinnings are frequently derived from 
pragmatism83,127. Mixed methods is used to provide a more comprehensive 
understanding of multifaceted research question than a singular approach122,127.  
This approach is often dynamic in nature, allowing creativity in design of 
methodological combinations128. From this creativity, integration of qualitative and 
quantitative explanations of information focus on meaningful inferences from 
analysis to understand research outcomes, rather than conceptualising data as 
numbers and words129,130. Exploring the complexity of lifestyle risk communication, 
namely nonverbal communication and content, together with GPNs’ views of 
undertaking the task, required a mixed methods approach to explore multiple 
views of the phenomenon. Whilst qualitative and quantitative strategies provide 
individually distinct data, the creative combination and integration of both 
perspectives provided a deeper insight than each would individually provide128. 
Design 
This project employed a concurrent mixed methods design, where similar 
concepts were measured both quantitatively and qualitatively at the same time, 
analysed separately and then the findings integrated131 (Table 3.1). A concurrent 
design was chosen to mitigate the potential for staff turnover during the data 
collection period, and to reduce travel time for the PhD candidate given the 
geographical distribution of participants.  
39
A quantitative-Qualitative approach was used. Video observation within a series of 
CDM consultations was undertaken and analysed using a validated observation 
tool (quantitative analysis). Video transcripts were then examined using content 
analysis (qualitative analysis). Immediately after video observations, GPNs 
participated in semi-structured interviews exploring their experiences with lifestyle 
risk communication. Interview transcripts were explored using thematic analysis. 
The combination of observation and interviews allowed the researcher to compare 
and contrast actual and reported behaviours132. This provided a deeper insight into 
the complex issues that were explored. The rich explanations gained from the 
interviews provided context and explanation about the GPN-patient lifestyle risk 
communication observed during consultations133. Project aims, data collection, 
analysis and findings alignment are shown in Table 3.1. 
Setting 
This project was undertaken in two Primary Health Networks (PHNs); South 
Eastern New South Wales Primary Health Network (SENSWPHN)(Figure 3.1) and 
the adjacent Capital Health Network (CHN)(Figure 3.2) located in the Australian 
Capital Territory, Australia. PHNs are organisations whose role is to collaborate 
with communities, provide practice support, and prioritise and target primary health 
care services134. PHNs are independent companies who commission health care 
services, and, are an important contact between general practices, the local 
Health District (acute care) and the Australian government134. The two PHNs in 
this project were chosen based on geographical proximity to the research team, as 
well as variation in rurality and diversity in the health and socioeconomic status of 
























































































































































































































































































































































































































































SENSWPHN catchment covers over 50,000 square kilometres and is home to 
631,901 residents, of whom, almost 26,000 (4.2%) identify as Aboriginal or of 
Torres Strait Islander descent and over 55,200 (9.3%) are considered culturally 
and linguistically diverse135. Over 42% of the population are classified as being of 
low socioeconomic status135. The population in this region has a higher than NSW 
and Australian prevalence of lifestyle risk factors and chronic disease139. The 
SENSWPHN consists of major cities (RA1), inner regional (RA2) and outer 
regional areas (RA3)137. More than 360 GPNs and 740 GPs work in the 203 
general practices in this PHN135,139. 
The CHN is located within the Australian Capital Territory and it is estimated to 
have approximately 421,000 residents within an area covering 2,358 square 
kilometres bordering NSW between the Murrumbidgee and the region overseen by 
SENSWPHN138,140,141. Of the CHN’s population, approximately 7,500 (1.9%) 
identify as Aboriginal or of Torres Strait Islander descent and over 118,000 (28%) 
were born overseas142,143. The CHN is home to high numbers of both the most and 
least disadvantaged groups144. Within the CHN 53.1% of adults in have at least 
one chronic disease145. The CHN consists of major cities (RA1) and inner regional 
areas (RA2)138. Within the CHN, 170 nurses and 561 GPs work across 91 general 
practices146.  
Sampling & Recruitment 
Convenience sampling was undertaken to recruit GPN participants. This method 
of sampling uses an accessible or volunteer representative population83. The 
sampling method was chosen due to the complexity in accessing participants, as 
there is no established local or national register for GPNs62.  
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a) GPNs
Registered (baccalaureate or equivalent prepared) nurses (RNs) employed in 
general practices that conducted CDM consultations such as care planning and/or 
health assessments were invited to participate. RNs were the focus of the project 
as they are the largest proportion of the GPN workforce147. GPN practice 
standards broadly encompass health promotion, preventive health and CDM65. 
Nurse practitioners and enrolled (diploma prepared) nurses were excluded due to 
differences in their practice scope. Invitations to participate were distributed via 
organisations such as participating PHNs, local GPN networks and the Australian 
Primary Health Care Nurses Association (APNA)(Appendix 2). This included 
information about the project in regular electronic communications and via 
organisational emailing lists. Project information was also disseminated via 
established contacts and social media (e.g. Facebook and LinkedIn).  
b) Patients
Consecutive patients attending a participating GPN for CDM consultations, such 
as 45-49 year old health assessments or care planning consultations were invited 
by the GPN to participate in the study. Patients attending these appointments 
types are either at risk of, or possess, chronic and complex care needs50,148. 
These consultation types are government funded enabling the assessment, 
preparation, prevention, review or coordination of chronic disease care50,148. They 
are also of suitable duration and context for lifestyle risk communication to occur. 
Patients were invited to participate if they were English speaking and able to 
provide informed consent (Appendix 3). Recruitment continued until two to four 
patients per GPN participant agreed to participate.  
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Study 1: Video Observation 
Data Collection 
Paper 287 outlines the methods used to conduct the video observation (Appendix 
4). Permission has been granted from the publisher, RCNi, to include this paper in 
the thesis (Appendix 4). This paper was published as: 
James, S., Desborough, J., McInnes, S., & Halcomb , E. (2019). 
Strategies for using non-participatory video research methods 
in general practice. Nurse Researcher, 27(2) 32-37, doi.org/10. 
7748/ nr.2019.e1667. 
To enhance the flow of the chapter the data storage, management, and analysis 
sections have been omitted from the reproduced publication and replaced by a 
more detailed section later in the chapter.  
Abstract  
Background. Non-participatory video research is useful for observing and 
analysing interactions between clinicians, patients and technology. Few studies 
have used non-participatory video observation in clinical nursing research and 
there is limited literature describing the approach. 
Aim. To describe an experience of using non-participatory video observation in 
general practice nursing research. 
Discussion. Our experience of non-participatory video research methods 
indicates that acceptability of the technique, workplace organisation and 
consultation space have implications for preparation and data collection. 
Strategies for success include early stakeholder engagement, contextual 
knowledge, and piloting the approach. 
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Conclusion. Non-participatory video observation is valuable for understanding 
interactions between nurses and patients in a naturalistic setting. Careful planning 
is essential to ensure alignment between research aims, context and technology 
selected. The choice of data analysis methods requires careful consideration to 
ensure that the research question is answered. 
Implications for Practice. Video observation research provides rich data. Careful 
planning and engagement of participants is required for successful conduct of 
such studies. 
Introduction 
GPNs consistently play an integral role within community-based healthcare61. 
There has been growing attention paid to interventions driven by GPNs in the 
management of acute and chronic presentations149-151. Communication and the 
therapeutic relationship between GPNs and patients is key to the success of GPN-
led interventions aimed at managing and preventing chronic disease. However, to 
date, there is limited research around the communication between GPNs and 
patients, and scant attention paid to this in terms of lifestyle risk reduction85. 
While video-based medical research has been conducted in general practice since 
the 1970’s152, it has only recently been used in GPN consultations153-157. To assist 
nurse researchers’ understanding of collecting data via video observation this 
paper describes our experience of using this technique, examining the 
advantages, disadvantages and challenges for use. 
Background 
To support generalisability, observational research seeks to study behaviour in its 
natural setting158. Unstructured observation is generally, but not exclusively, used 
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in participatory research whereby the researcher has prolonged contact with 
participants159. Structured video observation records behaviours through non-
participatory means159. Within non-participatory video data collection, researchers 
are generally unseen thus reducing any potential impact on behaviour158. 
Advantages of Video Observation 
Video observation in general practice research focuses on the interaction between 
the practitioner and the patient, and technology or other personnel in the general 
practice team160,161. In doing so, rich verbal, nonverbal and paraverbal 
communication may be extracted for analysis which assists researchers to 
understand the dynamics and communication techniques, skill development, and 
engagement in reflective practice in order to improve patient and professional 
interactions and outcomes153,154,162-166. 
Due to the nature of general practice consultations and potential spatial 
constraints, non-participatory video observation is useful in this context for 
analysing a specific set of behaviours, such as communication techniques and 
nursing / medical care delivery158,159,167. The technique is also seen as less 
intrusive and more practical than physical researcher presence168. 
Disadvantages of Video Observation 
Limitations of video-based research include that it is seen to capture a limited 
contextual and historical view, potentially further condensed through analysis169. 
Additionally, researchers can feel overwhelmed with the amount of data 
produced169. Concerns about participants’ visual re-identification, privacy, and 
confidentiality are managed through careful attention to research design, including 
ethical approaches to privacy and confidentiality, and participant preparation162,169. 
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Study Design 
This concurrent mixed methods study sought to address the research questions; 
1. How do GPNs communicate lifestyle risk with patients?
2. What are GPNs’ perceptions of communicating with patients about lifestyle
risk behaviours?
The quantitative and qualitative analysis used video recordings to answer the first 
research question. The study was conducted in two PHNs on the East Coast of 
Australia. Convenience sampling was used to recruit 15 GPNs and 40 patients 
who were being seen by GPNs for CDM consultations. Ethical approval was 
obtained from the UOW Human Research Ethics Committee (HREC)(2016/381). 
Preparation 
GPN Recruitment 
Approval to undertake the study was, at times, required from a corporate board, 
practice manager, practice principal, the patient’s treating general practitioner, the 
nurse manager, as well as the participating GPN and patient. This level of 
consultation was reflective of the hierarchical management structure in general 
practice170 and added significant complexity to the recruitment phase. Strategies 
used to optimise recruitment and mitigate other challenges that presented during 
the project can be found in Table 3.2. Practice staff support for the data collection 
was a critical part of the process171,172. Practices were reassured of minimal 
investment of practice resources, while patience, persistence, promotion and 
researcher familiarity with the GPN role was believed to enhance rapport and 
mutuality between researchers and GPNs173. 
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and feasibility of the 
technique 
Benchmark technique with other researchers and literature. 
Pilot study components such as hardware, software and tools for 
analysis. 
Slow or poor 
recruitment 
Persistence in accessing key stakeholders. 
High level of consultation with key stakeholders regarding study 
components such as the practice’s investment in time and resources, 
data collection procedures, privacy and storage. 
Allow time for participating practices to discuss, approve and 
disseminate study information. 
Promote participation through professional networks. 
Familiarity with the participant role and study context. 
Patient selection 
bias by participants 
Researcher reinforcement of research aims. 
Consideration by the researcher to this bias during analysis. 
Setting variability 
Researcher knowledge of participant role and study context. 
Piloting video attachment, placement, battery needs and video setup. 
Consider need for multiple cameras. 
Hardware selections based on being small, lightweight, unobtrusive and 
a wide field of view. 
Determine data collection space appropriateness for privacy as well as 
video and sound quality. 
Technological 
issues 
Piloting video components including internal and external battery needs 
such as USB ports or battery packs. 
Verbal and written education of participants regarding video operation. 











Repeated participant orientation and education to study aims and data 
collection procedures. 
Researcher adherence to study aims, methods and data collection 
procedures such as multiple recordings per participant. 









disposal of sensitive 
data 








Benchmark with other researchers who have used the technique. 
Trial available software to determine usability. 
Alignment of software capabilities with study aims and tools used. 
Validity and 
reliability 
Undertake intra and inter-rater reliability. 
Use of method and tools previously deemed both valid and reliable. 
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Health practitioners tended to be more concerned about video data collection than 
patients. In our study, approximately 94% of practices who were invited declined 
participation, citing concerns about being video recorded, being too busy, or not 
utilising GPNs for CDM consultations. Similar to findings of other studies, concerns 
about patient privacy and unease about being videoed impacted on 
recruitment168,171. To allay GPNs’ concerns, assurances were given both verbally 
and through the participant information sheet (PIS) to all practice stakeholders 
relating to privacy, confidentiality, what would be recorded, how the video would 
be used, analysed, stored and who would view it169.  
Patient Recruitment 
In previous studies, more than 80% of patients consented to having consultations 
video-recorded171,172,174. Patient participation in video-based research has been 
reportedly high, even in the absence of an established relationship161. However, 
selection bias concerns exist for those who consent to be video recorded171.  
Due to the often ongoing relationships GPNs have with their patients and 
knowledge of requirements for consent, we asked participating GPNs to gain 
consent from patients70,175. GPNs asked consecutive patients attending for CDM 
consultations to participate in the project until 2 to 4 participants were recruited. 
This attempted to mitigate selection bias related to which patients were 
approached. The number of video recordings and sample size required was 
calculated based on initial statistical advice relating to the tools being used to 
analyse the data. 
Participating GPNs indicated that patients were more likely to decline participation 
if approached in the days preceding consultation rather than on the consultation 
day. Some GPNs described being selective about who they approached to 
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participate, being less likely to approach patients if they were infrequent attenders 
to the practice, or, if the GPN did not have an established relationship with them. 
To mitigate this, the research aims were reinforced to GPNs prior to data 
collection, including the need to recruit consecutive patients.  
Equipment Planning 
The researchers’ knowledge of contextual constraints was important for planning, 
understanding that the dynamic nature of the GPN role and workspace layout 
impacted on the feasibility for researcher presence during consultations167,168. In 
general practice nursing, these considerations include portability, setting 
variability, space, workplace organisation and culture176. However, spatial 
constraints did contribute to one recording not being used for the analysis of non-
verbal behaviours because not all gestures could be viewed. 
Workspace characteristics and layout affect the GPN role in that many GPNs work 
in open or treatment room spaces167. To ensure confidentiality, video data 
collection only occurred where GPNs used a private consultation space. Even so, 
we benchmarked equipment components such as video hardware and methods of 
attachment136,177, piloted video observation methods in five general practices for 
14 consultations, and constantly evaluated our approach to determine the 
technique’s feasibility and acceptability.  
The research purpose and participant perceptions determined camera placement. 
These included acquiring multiple unobtrusive video cameras versus a singular 
video recorder, or, video recorder units suitable for use behind and in front of 
participants. Given that our project was examining communication between the 
GPN and patient - examining verbal, paraverbal and nonverbal body and facial 
cues - two cameras were used.  
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CDM consultations are largely conducted in front of a computer with minimal desk 
space. This required a small lightweight camera, which could be easily mounted to 
face GPNs and patients. Additionally, naturalness of the setting is known to 
influence participant perception158, therefore, hardware was selected based on 
unobtrusiveness, ease of operation and a wide field of view. 
Preparation for technological challenges or failures are necessary176. To 
accommodate battery needs over the course of the day, the remote control could 
be plugged into a USB port and external battery packs were purchased for each 
camera. The researcher also educated GPNs about the use of equipment and 
developed a ‘Frequently Asked Questions’ sheet regarding recorder operation. 
Researcher accessibility was also assured before and during data collection to 
address any potential technological concerns. 
Method 
Data Collection 
Orientating GPNs to the data collection procedure was necessary to ensure 
consistency of the approach. Orientation occurred through email, via phone and in 
person prior to data collection and included verbal and written explanations of the 
research procedure, and provision of the ‘Frequently Asked Questions’ sheet and 
PIS. On the day of data collection, around thirty minutes was required for data 
collection set up procedures such as consent, researcher and GPN video testing 
and answering GPN questions. Only five minutes was needed to set up the video 
hardware. The video recorder was tested and positioned by the researcher in the 
consultation room at a location negotiated between the researcher and the GPN. 
This was usually on top of or near a computer monitor and attached with a Velcro 
strip and Blu-tack for added support (Figure 3.3). One camera faced the GPN and 
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the other faced the patient. On the one occasion where a GPN declined to practice 
video operation, one video was unusable due to operator error.  
To collect video data, two Go Pro Hero Session 4 cameras with micro SD 128GB 
cards were used and the GPN operated a remote control. The remote control 
simultaneously operated and recorded consultations from both cameras. Nurses 
initiated the commencement and completion of recording at the beginning and end 
of each consultation.  
Figure 3.3 Typical GPN and patient camera set-up 
(Note: cameras circled) 
Discussion 
Recruitment strategies leveraged the researcher’s insider insight into the GPN role 
as well as persistence in accessing key staff to optimise participation. Insider 
knowledge is known to assist recruitment by encouraging rapport and 
collaboration with participants173. While other nursing settings and international 
general practice nursing literature indicates acceptability of the video 
technique155,157,161,178-180, our target population were much more challenging to 
recruit. This may, however, reflect the small business nature of Australian general 
practice and the subsequent complexity in accessing potential participants. 
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Video research in general practice using a singular camera and software 
packages has previously been undertaken161,178; however we used two cameras 
and software, which has not previously been reported. These technologies were 
readily available at relatively low cost. Claims of low cost multichannel recordings 
in general practice are not new181. The development of low cost technology with 
high quality audio and video features has proved both attainable and beneficial for 
video observation research in our project. 
Video has been described as an unobtrusive data collection method161,182. It was 
our experience that nurses were surprised by the small size of the recorders. 
Emphasising the size of cameras should further assist participant acceptability, 
as well as reducing the potential for reactivity. Being clear to potential participants 
about the unobtrusive nature of equipment may assist in recruitment. 
Video observation is useful for studying context-dependent work practices but can 
generate large amounts of data183. In this study, analysis of consultations was time 
consuming in terms of uploading, editing, and coding. The significant time required 
for video observation is consistent with the literature and should be considered in 
the allocation of resources to fulfil research aims159,169. 
Study Limitations 
The major limitation of this study was the modest number of participating practices 
and high rate of refusal to participate. While an adequate sample size was 
achieved, those who participated may not reflect the broader general practices in 
the region. Despite reinforcement of study aims and consecutive patient 
recruitment there was potential for GPNs to select and recruit patients perceived to 
be willing participants. Participant reactivity to video is also a potential study 
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limitation. However, it was our experience that the recording of multiple 
consultations using unobtrusive equipment minimised this. 
Conclusion 
While video observation research requires careful consideration at each stage of 
the project, this is particularly relevant in the preparatory and data collection 
phases. Factors such as research aim alignment, hardware and software 
selections, contextual considerations and privacy and confidentiality concerns 
need consideration. In the general practice setting this technique provides a 
practical means of examining naturalistic and targeted interactions to improve 
patient and professional communication and care. 
_______________________________________________ 
Data Storage and Management 
Potential participants may oppose inclusion due to concerns regarding data 
storage breaches, multiple viewings over time and ease of identification compared 
with written data162. Participating GPNs, GPs, practice managers and reception 
had concerns regarding privacy and confidentiality, namely, who and how many 
people would have access to video footage. National and tertiary institution data 
management guides and policies provide guidance relating to the storage, 
transmission and disposal of sensitive data184,185. Reassurances were given to 
participants in line with these recommendations both verbally and as part of 
participant information and consent185.  
Participating practices and GPNs were assured about researcher responsibilities 
ensuring adherence to the security, access, back-up and disposal of data184. This 
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was undertaken by using password protected data storage, only accessible by the 
research team. Once the researcher retrieved the recorder, data were 
downloaded, coded, securely stored and backed up on password-protected 
computers. The SD card was then erased for further recording.  
Editing software selection was largely dictated by cost and the ability to slice and 
manipulate video data. Following consideration of software needs and 
conversations with video research experts, Windows Movie Player Version 2012186 
was used for video editing and SPSS Version 25187 for quantitative data analysis.  
Data Analysis 
Aligned with research aims, data that emerged from the video observations were 
analysed through quantitative and qualitative means to understand different 
aspects of communicating lifestyle risk. Firstly, an observational tool, the 
Nonverbal Accommodation Analysis System136 (NAAS) was used for quantitative 
analysis to measure aspects of nonverbal communication (Paper 3). Following 
this, qualitative content analysis facilitated exploration of GPN-patient lifestyle risk 
communication using transcriptions of the video consultations (Paper 4). 
a) Quantitative Analysis
The NAAS136 was used to measure nonverbal and paraverbal communication 
(Appendix 5). This validated tool is based on Communication Accommodation 
Theory (CAT) which provides a framework for the examination of person-centred 
communication through stages of convergent to divergent communicative 
adjustment from the beginning to the end of the consultation188. The NAAS was 
chosen due to its focus on nonverbal communication and use in short 
consultations136.  
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Analysis compared behavioural accommodation between slices of observation at 
the start and finish of the consultation and described behaviours reflective of 
convergent to divergent accommodation189,190. In addition to this, GPN computer 
eye contact time was analysed as practitioner-patient eye contact is associated 
with high levels of person-centredness191 and little is known about how GPNs 
interface with technology during consultations87.  
Descriptive statistics summarised and described the sample population and 
findings generated from the observational tool83. The significance of convergent to 
divergent behaviours was calculated using Fisher’s Exact Test. The significance of 
behavioural change between the beginning and end of the consultation was 
analysed using the Wilcoxon Signed Rank test192.  
b) Qualitative Analysis
Content analysis of audio transcriptions of the video consultations was undertaken 
to understand how these conversations aligned with the established behaviour 
change communication technique, MI. Content analysis explores a phenomenon 
by focussing on the characteristics of communication through text, where 
inferences are informed by practice context193,194. 
Given the large volume of qualitative data from the 40 video recorded 
consultations, one representative video consultation from each GPN was 
transcribed verbatim by a professional transcription company (n=14). Transcripts 
were then uploaded into Microsoft Word Version 14.7.789 for analysis195. The PhD 
candidate manually coded the transcripts and the research team reviewed 
categorised content. Manual coding is an effective way to structure text for 
analysis196. Saturation was thought to have occurred following the analysis of 12 
videos transcripts, where no new content emerged from the data83,89. However, a 
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further two videos transcripts were then analysed to confirm this. Given that 
saturation was reached, no further video consultations were transcribed. 
A directed approach to analysis was used, where deductive analysis explored the 
existing exploring, guiding and choosing model9, an adaptation of communication 
approaches used in MI, with an aim of expanding on this theory through the 
analysis193. Data were organised into the coding categories using exemplars of 
text supporting and not supporting the model193,194.  
Study 2: GPN Interviews 
The second data collection sought to understand GPNs’ experiences of lifestyle 
risk factor communication (Aim 3) through semi-structured interviews with GPN 
participants. A deliberate choice was taken to focus these interviews solely on 
GPNs, rather than also interviewing patients. This decision was made given the 
volume of data across the project and the need to maintain a manageable scope 
for a PhD project. This is an acknowledged limitation to the project. 
Qualitative Descriptive Research 
The interviews were conducted using a qualitative descriptive approach. 
Qualitative description, with a basis in naturalistic inquiry, is exploratory and 
produces findings close to the data197,198. Studies using qualitative description use 
existing knowledge with linkage to clinical experience and those working in the 
field199. By using qualitative description, a deeper understanding of practice is 
sought through participants’ experiences and context197. Semi-structured 
interviews and thematic analysis, used in this project, are attributes 
methodologically synonymous with qualitative description199. The open-endedness 
of questions within the interview schedule is reflective of this approach199. Findings 
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in this type of study are generally expressed qualitatively as rich descriptions of 
participants’ responses197,198. In doing so, qualitative description was a means to 
explore and understand experiences such as lifestyle risk communication by 
GPNs199. 
Semi-structured Interviews 
Semi-structured interviews are a flexible, directive, and frequently used technique 
in qualitative research83,200. Through the use of an interview guide, similar types of 
information may be attained from participants about the topic area of interest201. 
The technique also assists contribution towards a topic of which there is limited 
existing knowledge202. The use of semi-structured interviews was appropriate as 
they possess a clear purpose and structure whereby the interviewee guides the 
conversation from their own experiences202. The technique provided GPNs with a 
space to discuss their insights and meaning attributed to their experiences202. 
Prompts were also used to support the interview guide to encourage more a 
detailed response83.  
Small sample sizes, social desirability bias and the time-consuming nature of 
interviews represent disadvantages of the method132. Potential researcher issues 
when conducting interviews include GPN-Researcher trust, pace of data 
collection, and researcher involvement with the issues raised83. These were 
mitigated through establishing rapport prior to interview, facilitated through the 




The interview schedule was developed based on the research aims and informed 
by the critical literature review (Paper 1)85, researcher knowledge of the GPN role 
and expert input (Figure 3.4). The wording of the interview schedule was designed 
to be clear and generate meaningful information about GPNs’ perceptions of 
lifestyle risk communication83. Prior to interviews being conducted, the research 
team and clinical experts reviewed the interview schedule, and it was pilot-tested 
on two GPNs who were not participating in the project to assess clarity, flow of 
ideas and acceptability. Following testing, minimal changes to question prompts 
were made. 
In what circumstances do you talk to patients about lifestyle risk? 
What sorts of things do you discuss in CDM consultations? 
What do you see as your role when discussing lifestyle risk with patients? 
What are some aspects of your role, which enable you to undertake discussions of 
lifestyle risk with patients? (What makes it easier for you to have conversations 
about lifestyle risk?) 
What do you see as important when discussing lifestyle risk with patients? (How do 
you know what you need to discuss?/How do you prioritise what needs to be 
discussed?) 
What are some aspects of your role, which are barriers for you to undertake 
discussions of lifestyle risk with patients? (What makes it hard for you to have 
conversations about lifestyle risk?) 
How do you think GPNs could enhance the way they undertake lifestyle risk 
communication? 
What training have you had in communicating lifestyle risk or behaviour change in 
the past? 
Figure 3.4 GPN interview schedule and prompts 
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Data Collection 
A combination of 15 face-to-face and telephone interviews were conducted. 
Interviews occurred at a mutually agreeable time and place, mostly within the 
general practice setting. Using a consultation room meant that privacy was 
ensured and the participant was free from distractions. While face-to-face 
interviews were preferred by the researcher and had the advantage of providing 
both verbal and non-verbal cues as prompts for dialogue203, participants were 
geographically dispersed so timing of the interviews accommodated GPN 
participants’ clinical load. Therefore, given travel time and budgetary 
considerations, phone interviews were used where face-to-face interviews were 
not possible. Telephone interviews have previously been used successfully with 
this participant group204.  
Thirteen interviews were undertaken and when it became apparent that no new 
data was emerging, a further two interviews were conducted to confirm data 
saturation83. All interviews were audio-recorded to facilitate verbatim transcription. 
While the audio-recording of interviews is an appropriate mechanism for data 
collection in qualitative research, it needs to be undertaken as unobtrusively as 
possible to mitigate potential sources of bias205. The use of verbatim transcription 
allowed an accurate, complete and unbiased account of the interviews to be 
captured206.  
Before and immediately following the interview, the researcher maintained field 
notes. The use of field notes by the researcher were reflective and encompassed 
methodological, theoretical and personal notations83. Reflective notes operated 
parallel to study data, assisting the researcher to maintain “analytic” distance as 
an observer of GPN practice, despite previous clinical experience in the role83. 
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Data Storage and Management 
All audio files, transcripts and fieldwork notes were stored in a locked cabinet or 
within a password-protected computer. Access to data was only available to 
researchers involved in the project with only de-identified data conveyed in the 
reporting of the project. Transcripts were uploaded into NVivo Version 11207 for 
storage and analysis. In order to assess the audibility and completeness of 
recordings, interviews were listened to soon after taking place83. De-identification 
of interviews were undertaken to ensure that individual participants could not be 
linked to their data. This was achieved by using pseudonyms and removing 
identifying details (e.g. place names) in the transcripts. Data generated will be 
securely destroyed after five years following publication of results184. 
Data Analysis 
Thematic analysis, the process of indexing transcriptions without trying to 
assimilate to any pre-existing criteria, was conducted based upon the steps 
outlined by Braun and Clark107. These included data familiarisation, generation of 
codes, collation of themes, thematic review, theme definition and reporting107. The 
generation of codes identified features or segments of data for the thematic 
search107. Themes were then derived from a predominant view of related codes 
where subthemes emerged107. The PhD candidate and research team agreed 
upon major and minor themes. Themes were then reviewed, defined, refined and 
verified through selecting verbatim quotes to demonstrate accuracy and 
consistency between themes and reported findings107. Given the large volume of 
disparate data, it was decided to report the findings in two separate papers (Paper 
5 and 6), each of which reported a single theme. 
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Rigour 
a) NAAS Reliability and Validity
Reliability ensures each tool makes the same measurement each time whereas 
validity refers to the extent the tools measure what they are intended to 
measure208. The reliability of video recorded content is assured as there is a 
permanent record of both verbal and non-verbal communication159. The NAAS has 
previously been tested and shown acceptable levels of reliability and validity136. A 
tool is considered reliable if the reliability coefficient is ≥0.80209. NAAS behaviours 
have shown intra-rater (r = 0.82 to r = 1.0) and inter-rater (r = 0.81 to r = 0.96) 
reliability with each statistically significant at p<0.01188. NAAS content and 
construct validity has been determined by piloting, coder independence and tool 
development based on nonverbal coding methods as well as the Medical 
Interaction Process System rating scale136. 
To support test-retest, intra-rater and inter-rater reliability using the NAAS tool, 
each observation was undertaken by the PhD candidate at least twice. The PhD 
candidate conducted analysis using the NAAS and five consultations were 
analysed by a second reviewer. To support inter-rater reliability, reflective notes 
explaining interpretation of the tool were taken and then two investigators 
analysed sections of video together. These steps facilitated discussion of, and 
shared understanding and assumptions relating to tool components, such as 
gestures and speech rate. Intraclass correlation coefficients (ICC) were calculated 
to assess test-retest reliability across all behavioural categories, and were found to 
be above acceptable levels (ICC range 0.835-0.999)83.  
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b) Qualitative Rigour
Rigour was established through Lincoln and Guba’s210 concepts of credibility, 
transferability, dependability and confirmability and authenticity. Credibility ensured 
that findings were believable through reflexivity, sampling from diverse settings, 
field notes, researcher experience, data saturation, verbatim transcription of video 
and audio recordings, use of participant quotes and comparison of findings with 
literature210.  
Transferability refers to the extent that the findings have application in other 
settings211. Within the project’s context, transferability was achieved through 
description of video data and application to the ‘exploring, guiding, choosing 
model’, and confirming evidence from other sources210. Describing methods such 
as recruitment, sampling variation, setting data collection, analysis, the use of field 
notes, and the achievement of data saturation were also used210. Dependability, 
whilst strongly aligned with credibility, demonstrates reliability and repeatability of 
the findings83. This was shown through frank communication between the 
research team, careful documentation and review of transcripts, as well as content 
interpretations undertaken by another researcher in the research team210.  
Confirmability was shown through careful documentation and confirming evidence 
as well as through peer review83. This was demonstrated through collection of 
data from differing sources such as field notes as well as video and audio 
recordings, and verbatim transcription rigour210. The concept of confirmability was 
also shown by demonstrating that the interpretation of data was representative of 
the participants’ views and not, as feasibly possible, the result of researcher bias 
from previous clinical experience or researcher opinion or expected results210.  
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Authenticity refers to the extent which the research authentically portrays the 
participant and can be demonstrated through the inclusion of participant 
quotations83. Authenticity was demonstrated through the researcher’s relationship 
with the observed, field notes, thick interview descriptions and verbatim 
transcription of video and recordings83. 
Data Integration 
The mixing of data in mixed methods research may occur at any stage and at a 
number of levels within a study, including data collection, analysis, interpretation or 
discussion parts of the study212. Data of one kind can be used in conjunction with 
another to confirm and compliment data, such as descriptive data providing 
context and comparison to qualitative data212. However, even equal mixed 
methods designs may have one component appearing more dominant during 
integration due to the research question being answered or number of papers 
produced213. 
One of the advantages of mixed methods research is the innovative ways data 
may be integrated213. Purposeful integration of project components included using 
qualitative and quantitative analysis of the same dataset, GPN participation in 
video recordings and interviews, and the comparison and contrasting of both 
qualitative and quantitative findings. Integration of content, thematic and 
observational findings was conducted in the discussion. Making meta-inferences 
from the connected study data at the end of the project allow for an overall 
interpretation of findings129. 
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Ethical Issues 
a) Human Research Ethics Committee Approval
The values of research merit and integrity, justice, beneficence and respect inform 
ethical conduct in research214. The project was accepted to have merit at proposal 
review by a panel including academics from the UOW School of Nursing and an 
independent panel reviewer. Additionally, the research was supported by approval 
from the UOW HREC prior to commencement of recruitment (Approval No. 
2016/381)(Appendix 6).  
b) Consent and Confidentiality
Recruitment processes, including the use of the PIS, ensured that individuals were 
able to make an informed decision whether they did or did not participate 
(Appendix 3). All participants were informed that their decision regarding 
participation would not impair any future or existing relationships with the 
researchers, PHN or UOW.  
Written informed consent from the patients and GPNs was sought before the data 
were collected (Appendix 3). All GPN participants were offered and agreed to 
participate in an interview at a mutually agreeable time without coercion to 
participate. Whilst there is an expectation that health professionals are able to 
communicate in written and oral forms of English, patient participants may not. 
Each patient’s capacity to consent to participate was evaluated by the GPN prior 
to participation. To support autonomy in deciding whether to participate, all patient 
forms were developed at a level that considered the information readability and 
education level of participants215.  
Respect for privacy ensures that no more data than necessary was collected from 
participants and information that was collected is kept confidential83. Participant 
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information emphasised confidentiality and dignity, where audio and video data 
was aggregated and participants were not identifiable in publications or 
professional presentations. Privacy is assured through ongoing adherence to 
institutional policy regarding the collection, storage and disposal of data184. 
Confidentiality and privacy were assured by securing data, as per the UOW 
Research Data Management Policy and in line with nurses’ professional and 
ethical practice standards175,184,216. Concerns about the nature of video recorded 
data necessitated particular assurance regarding who would view the videos 
storage and security as videos cannot be de-identified162. Strategies ensuring 
confidentiality, privacy and securing video data included erasing SD cards after 
upload to a dedicated password protected computer, the use of pseudonyms, 
limiting access to videos, and analysis undertaken in a private setting87.  
c) Risks and Benefits
Justice involves participants being treated in the same way through research 
treatment, benefits and burdens214. There was no unfair burden of participation as 
video recording was undertaken as part of usual consultations. Harm was limited 
to inconvenience for the participants. This consisted of time taken understanding 
parameters of the project, consent and interviews. Any risk of potential harm 
associated with reduced patient disclosure resulting from the recording of 
communication between the GPNs and patients was minimised through the use of 
unobtrusive approaches to data collection.  
During video and interview data collection, while possible, no questionable GPN 
clinical practice was identified. Whilst the principles of ethical conduct necessitate 
respect of privacy and confidentiality of the participants214, researchers also have 
a responsibility to report unprofessional conduct towards patient participants to the 
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Nursing and Midwifery Board of Australia under mandatory reporting 
requirements175. Participants were made aware of this during the consent process. 
At the project’s completion, research findings were disseminated to participating 
practices, GPN participants and publicised through GPN networks to ensure the 
timely and fair access to research outcomes. Beneficence recognises that any 
benefit from research must justify any risk of harm to participants214. The project 
looked to benefit participants by providing an important evidence-based foundation 
for future research, practice development and an understanding of lifestyle risk 
communication training needs and potential nurse led interventions.  
Conclusion 
This chapter has presented the design and methods employed within this project. 
The concurrent mixed methods approach has been informed by the overall aim to 
explore GPN approaches and perceptions of communicating lifestyle risk. A 
description of participant sampling, recruitment and setting has been provided. 
Finally, qualitative and quantitative approaches have been described through data 


















The findings of an exploration of nonverbal communication between GPNs and 
patients during CDM consultations are included in Chapter 4, Paper 388 (Appendix 
7). This paper describes the use of accommodative behaviour supporting person-
centred approaches to communication. This paper was published in the Journal of 
Clinical Nursing (Impact factor: 1.972, Journal ranking: 0.809) and permission was 
given by the publisher John Wiley & Sons, Inc. for its inclusion in this thesis 
(Appendix 7). The citation for this publication is; 
James, S., Desborough, J., McInnes, S., & Halcomb, E. (2020). 
Nonverbal communication between registered nurses and patients 
during chronic disease management consultations: observations 
from general practice Journal of Clinical Nursing, 29(13-14), 
2378-2387. doi.org/10.1111/jocn.15249  
Abstract 
Aims and Objectives. This study explores nonverbal communication behaviours 
between GPNs and patients during CDM consultations. 
Background. Nonverbal communication is an important aspect of GPN-patient 
lifestyle risk reduction conversations. Despite the growing role of GPNs in lifestyle 
risk modification when managing chronic disease, few studies have investigated 
how this communication occurs. 
Design. Observational study within a concurrent mixed methods project. 
Methods. Thirty-six consultations by 14 GPNs were video recorded between 
August 2017 and March 2018. Video analysis used the NAAS. The STROBE 
checklist was used to guide this paper. 
Results. Joint convergence of GPN-patient behaviours such as laughing, smiling 
and eye contact were most common (44%; n=157). Patient-GPN eye contact time 
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decreased significantly across the consultation, while GPN gesturing increased 
significantly. No significant relationship between consultation length and 
convergent to divergent behaviour categorisation or GPN-computer use across the 
consultation was found.  
Conclusions. The high levels of convergent behaviours are promising for person-
centred care. However, scope exists to enhance nonverbal interactions around 
lifestyle risk reduction. Supporting GPNs with skills and improved environments for 
lifestyle risk communication has potential to improve therapeutic relationships and 
patient outcomes.  
Relevance to Clinical Practice. Findings indicate that GPNs support patients 
through nonverbal interactions during conversations of lifestyle risk reduction. 
However, there are opportunities to improve this practice for future interventions. 
Introduction 
Globally, rates of chronic disease are increasing. Lifestyle risk factors such as 
smoking, inadequate nutrition, harmful alcohol intake and insufficient physical 
activity all contribute to the development of chronic disease. Addressing these 
lifestyle risk factors is a recognised step in achieving health and wellbeing and the 
Sustainable Development Goals217,218. However, managing chronic disease is 
complex, particularly when government policy and funding inadequacies support 
the globalisation of unhealthy lifestyles and rapid unplanned urbanisation219.  
For many patients, primary care is their first point of contact with the health care 
system45. General practice, also known as primary care or family practice, 
coordinates and provides both acute episodic and preventive health care for 
people in the community across the lifespan41,43. However, international efforts for 
detecting and addressing lifestyle risk in general practice remain inadequate220.  
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One strategy to address this has been the expansion of the nursing role in general 
practice. Governments in Australia, New Zealand and the United Kingdom have 
implemented policies supporting GPN workforce growth to meet the increasing 
demands in primary care58,95,96. GPNs are either diploma trained enrolled nurses 
or baccalaureate (or equivalent) prepared RNs54,221. Despite the positive policy 
environment and growth in their numbers, the impact of GPNs on patient care 
remains poorly understood, particularly in terms of lifestyle risk reduction.  
Health promotion and illness prevention are fundamental components of nursing, 
and are a specific focus of the GPN role54,222. Opportunistic and planned 
communication about lifestyle risk and behaviour change forms a key component 
of GPN-patient relationships, encouraging patient health literacy and self-
management63. GPNs are ideally placed to support lifestyle risk reduction due to 
their approachability and ongoing relationship with their patients223.  
Background 
Communication of lifestyle risk, including potentially emotional subjects such as 
weight management, requires a person-centred approach85. Such an approach 
assists in tailoring verbal and nonverbal messages in line with patients’ coping 
skills as well as their emotional, informational and comprehension needs77,188. 
Involving patients in clear and tailored communication for behaviour change is 
necessary to improve patient care, trust, satisfaction, engagement, enablement 
and other health outcomes71,224,225.  
Verbal communication techniques, such as motivational interviewing, are both 
person-centred and directive and have been used successfully in primary care 
targeting behaviour change72,226. However, how we accommodate behaviour 
through language and nonverbal interactions are also important to person-centred 
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approaches to communication227. Nonverbal communication is a broad term 
consisting of those interactions with or without speech such as how we sound, 
behave and what is expressed with each other and our environment228. Paraverbal 
communication forms part of both verbal and nonverbal communication with 
examples including speech rate and intensity, pauses, and pronunciation229. The 
personalisation of messages given from paraverbal communication adds meaning 
to verbal communication, such as tone and attitude229. In this paper, the term 
nonverbal includes both paraverbal and nonverbal communication. 
Nonverbal communication is an important aspect of communication between 
health professionals and patients in the assessment of pain, infection, mental 
health conditions, neuromuscular conditions, and cognitive impairment as well as 
hearing or visual disturbance76,228,230. Interactional elements of nonverbal 
communication are important for the expression and meaning needed for 
perceptions, attentiveness and engagement during consultations231,232. This may 
consist of facial cues, eye contact, touch, body posture and position, distance, or 
interactions with technology76,228,233. For example, a patient who is not making eye 
contact with the GPN may be uncomfortable about the conversation or have some 
additional information that they are reluctant to share. Alternatively, a GPN who 
focuses on a computer screen throughout the consultation may convey a level of 
disinterest in the patient, thereby influencing the GPN-patient interaction167. 
While nonverbal communication is necessary for effective GPN-patient 
interactions, this is seldom discussed in the nursing literature. Previous nursing 
research on nonverbal communication has been conducted in settings such as 
mental health, cardiology, critical, palliative and disability care230,234-237. Nonverbal 
communication is important for the direct and indirect outcomes of care such as 
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patient disclosure, engagement, rapport, satisfaction and enhanced cognitive and 
physical function76-78, attributes necessary for lifestyle risk communication27. 
However, the issue of nonverbal communication is largely absent in the primary 
care literature and in literature related to lifestyle risk conversations85.   
This paper examines nonverbal communication behaviours between GPNs and 
patients in Australian general practice during CDM consultations, where 
conversations about lifestyle risk are likely to occur. This study is part of a larger 
concurrent mixed methods project, which sought to explore the perceptions of, and 
approaches used for lifestyle risk communication by RNs in general practice. 
Firstly, consecutive CDM consultations between GPNs and patients were video 
recorded to allow non-participatory observation. Concurrently, semi-structured 
interviews were conducted with participating GPNs to explore their perceptions of 
lifestyle risk communication. This paper reports the quantitative analysis of the 
video observation data. Due to the volume of data collected in the larger dataset of 
the project, other analyses are reported elsewhere27. 
Design  
This paper reports the quantitative phase of a concurrent mixed methods study. 
The ‘Strengthening the Reporting of Observational Studies in Epidemiology’ 
(STROBE) statement was used to guide the development of this paper238. 
Setting and Participants 
Fifteen registered (baccalaureate prepared) nurses were recruited from two PHNs 
on the East Coast of Australia between August 2017 and March 2018. PHNs are 
Australian government funded and independently managed local health 
organisations which support primary health care service delivery within the local 
community134. The selection of PHNs was made on the basis of their geographical 
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proximity to the research team. Recruitment occurred through direct contact with 
general practices within the study area and communication with professional 
networks, such as the APNA and PHNs. GPNs were eligible if they were 
baccalaureate, or equivalent, prepared RNs and provided CDM consultations. 
While there is no clear guide for sampling in video observation research87, a 
sample of 15 GPNs and 40 patients were considered to represent a manageable 
dataset that would likely yield a variety of practice patterns. 
To mitigate selection bias, participating GPNs recruited 2-4 consecutive patients 
attending for CDM consultations. Patients were eligible to participate if they were 
adult, English speaking, presenting for a chronic disease health assessment, care 
plan or nurse-led assessment and able to provide informed consent. CDM 
consultations were targeted due to the likelihood of lifestyle risk conversations 
being undertaken.  
Data Collection  
Both GPNs and patients provided consent for the recording of the consultation and 
basic demographic data. Participating GPNs sought consent from patients and 
managed the video-recording. Video data were recorded using two Go Pro Hero 
Session 4 cameras with micro SD cards87. One camera faced the patient and the 
other, the GPN. To ensure consistency in approach, GPNs were orientated to 
video recorder operation before data collection took place. Camera recording was 
activated simultaneously using a remote control operated by the GPN at the 
beginning and end of the consultation. Recordings were securely stored on a 
password protected laptop computer. Video slicing for analysis was undertaken by 
SJ using Windows Movie Player Version 2012186. A detailed description of the 
video data collection methods is reported elsewhere87. 
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Ethical Considerations 
Ethical approval was obtained from the UOW HREC (Approval No. 2016/381). 
Privacy and confidentiality was assured by ensuring access, analysis and storage 
of videos was only undertaken by the research team.  
Data Analysis 
The Nonverbal Accommodation Analysis System (NAAS) was used to support 
analysis136,188. The NAAS was used for the coding para and nonverbal indicators 
across the 10 behaviour categories of talk time, pauses, simultaneous speech, 
speech rate, interruption, smiling, laughing, gesturing nodding and eye 
contact136,188. Behavioural coding unit calculations (Table 4.1) were used to 
explore convergence, divergence and maintenance of behaviours across all 
behavioural categories. This tool analyses nonverbal behaviours, such as eye 
contact, which indicate the rapport and strengthening of therapeutic relationships 
between patients and providers188. GPN-computer eye contact was also analysed 
to gain insight into GPN-computer interaction during the consultation. 
The NAAS coding is undertaken using one minute segments for a two minute slice 
of footage at the beginning and end of each consultation136,231. The technique of 
using thin slices of observational data has been previously shown to represent, 
measure and predict nonverbal communication across the consultation231. The 
average of paired minute segments for each behaviour at the beginning and end 
of each consultation were then compared to analyse convergent to divergent 
accommodation alignment with the other party from the average at baseline188. 
The average of paired minute segments of GPN-computer eye contact from the 
beginning to the end of consultations were categorised into increasing, staying the 
same, or decreasing. 
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Table 4.1 NAAS and GPN-computer behavioural coding units190 
 
 






Talk time Speech duration (secs)/60 secs 
Pauses Pause duration (secs)/60 secs 
Simultaneous speech Simultaneous speech duration (secs)/60 secs 
Speech rate Number of syllables per 60 secs/talk time (secs) of that speaker 






Smiling Smiling frequency/60 secs 
Laughing  Laughing frequency/60 secs 
Gesturing Gesturing frequency/talk time of that speaker per 60 secs 
Eye contact Eye contact duration/60 secs 
Nodding Nodding frequency/talk time (secs) of the other party 
GPN-computer eye 
contact Eye contact duration (secs)/60 secs 
 
 
The direction of paired averages from start to the end of the consultation are 
described as convergence, divergence and maintenance188. Convergence 
indicates a mirroring or adoption of behavioural similarity to the other person such 
as through language or body position227,239. Accommodation, through 
convergence, indicates a person-centred approach to communication, a building of 
rapport and therapeutic relationships188,239. Divergent accommodation, however, 
shows behaviour moving away from the other party to accentuate difference such 
as through speech rate or talk time4. Both convergence and divergence may occur 
asymmetrically where only one party adopts the convergent or divergent 
accommodative behaviours136. The distance or control created by neither aligning 
or diverging behaviour with the other indicates behavioural maintenance188,239.  
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Coded data were entered into SPSS Version 25187 for analysis. Categorical data 
was summarised descriptively using frequency, percentage and continuous data 
using mean, standard deviation, median and interquartile range. The Wilcoxon 
Signed Rank test was used to test change of behaviours between the beginning 
and end of consultations. Due to small expected cell counts a Fishers Exact Test 
was used to assess the significance of the relationship between convergent to 
divergent behaviours and consultation time. As mean consultation time in general 
practice is approximately 15 minutes45, 15 minute intervals were used to 
categorise consultation length (<15 minutes, 15-29 minutes, 30-44 minutes, 45-59 
minutes, >60 minutes) and significance calculated with behavioural categorisation. 
GPN-computer eye contact time was categorised as either increasing, decreasing 
or staying the same and significance calculated in the same way. 
Validity, Reliability and Rigour 
The NAAS has been previously demonstrated to have acceptable inter-rater 
(r=0.81 to 0.96) and intrarater (r=0.82 to 1.0) agreement136. Five consultations 
were coded by two reviewers to evaluate inter-rater reliability (SJ and CA). 
Intraclass correlation coefficients revealed the reliability for each behavioural 
indicator to be above acceptable levels (ICC range 0.835-0.999). The remaining 
consultations were coded by the first author (SJ).  
Results 
Forty consultations from 15 GPNs were video-recorded. Due to sub-optimal 
camera positioning and the resultant difficulties in viewing behaviours for analysis, 
four consultations were excluded. Therefore, 36 consultations between 36 patients 
and 14 GPNs across 13 general practices were included in the analysis. 
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Consultations ranged from 8.3-69.3 minutes in duration (mean 28.7 minutes) and 
provided a total of over 17 hours of video footage. 
Participant and Consultation Characteristics 
All GPNs were female and their mean age was 43.5 years (Range 25-66 years; 
SD 11.8). Most had initially qualified as a RN in Australia (n=11; 78.6%) and just 
over half held a bachelor’s degree as their highest qualification (n=8; 57.1%). GPN 
participants had a mean of 15.8 years (range 2-35 years; SD 9.6) nursing 
experience and had worked in general practice for a mean of 7.2 years (range 1-
18 years; SD 5.3 years). The GPN participants perceived that they were 
moderately (n=5; 35.7%) to extremely prepared (n=3; 21.4%) and very confident 
(n=6; 42.9%) in lifestyle risk communication. Patient participants were mixed in 
terms of gender (female n=20, 55.5%) and had a mean age of 66.9 years (range 
22-82 years; SD 13.6). Reasons for presentation related to review of care plan 
(n=20; 55.6%), new care plan (n=8; 22.2%), chronic disease health assessment 
(n=8; 22.2%).  
Nonverbal Accommodation  
Means of the frequency or duration of each behaviour in the paired minute 
segments at the beginning and end of each consultation were compared to 
determine the direction of accommodation movement (Figure 4.1). 
Analysis of nonverbal and paraverbal accommodation behaviours within each 
consultation are shown in Table 4.2 Overall, joint convergence of GPN-patient 
interactions was most common (44%; n=157). The paraverbal behaviours of talk 
time (44.4%; n=16), pauses (41.7%; n=15), interruption (38.9%; n=14) and 
simultaneous speech (33.3%; n=12) were most frequently categorised as joint 
convergence. The most frequently described asymmetrical GPN convergence 
79
behaviour was pauses (22.2%; n=8) and the most frequently categorised 
asymmetrical patient convergence behaviour was speech rate (30.6%; n=11). The 
most frequent nonconvergent behaviours were the joint divergence of talk time 
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Figure 4.1 Categories of behavioural movement 
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Table 4.2 Accommodation categories GPN-patient behaviours 
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Nonverbal behaviours such as laughing (66.7%; n=24), smiling (58.3%; n=21), eye 
contact (50%; n=18), nodding (47.2%; n=17) and gesturing (36.1%; n=13) were 
most often categorised as joint convergence. Patient eye contact with the GPN 
decreased significantly over the course of the consultation (p=0.001)(Table 4.3). 
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Although GPN-computer eye contact (58.3%; n=21) also decreased over the 
course of the consultation this was not statistically significant (p=0.31) (Table 4.3). 
Additionally, no significant relationship was found between behaviours and GPN-
computer eye contact time (p=0.06–1.00). However, GPN gesturing significantly 
increased during the consultation (p=0.02). Fisher’s Exact Test showed no 
significant relationship between consultation length and convergent to divergent 
behaviour categorisation (p=0.15–0.95) or GPN computer use across the 
consultation (p=0.92). 
Table 4.3 GPN and patient behaviour change across consultations 
Beginning of 
Consultation End of Consultation Z 
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(0.01-0.03) 0.00 1.00 






(0.01-0.02) -1.56 0.25 




(0.00-0.01) -0.99 0.32 




(0.00-0.00) -0.89 0.37 






(0.03-0.11) -2.24 0.02* 






(0.00-0.06) -0.12 0.90 






(0.02-0.08) -1.09 0.28 






(0.02-0.08) -0.48 0.63 






(0.25-0.68) -0.09 0.93 
















(0.04-0.50) -1.043 0.30 
 
aWilcoxon signed rank test    *p ≤ 0.5 
Discussion 
Person-centred therapeutic relationships and positive rapport are key to effective 
lifestyle risk communication that leads to behaviour modification27. Nonverbal 
communication is an important component of building these relationships77,188. 
Nonverbal communication is central to positive patient perceptions of care, 
satisfaction and engagement as well as outcomes including patient disclosure, 
information recall, improved cognitive and physical function76,78. This study has 
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indicated that improved GPN nonverbal communication skills as well as workplace 
strategies are needed to support GPN-patient interactions. However, convergent 
behaviours shown by GPNs and patients indicate willingness for person-centred 
engagement during CDM consultations. As such, this paper has provides new 
insights into nonverbal communication about lifestyle risk between GPNs and 
patients, informing GPNs, educators, managers and policymakers about what is 
needed to help improve such communication into the future. 
Communication accommodation theory indicates the adaptability of GPN and 
patient communication through the convergence, divergence and maintenance of 
behaviours4. Joint convergence, where both parties’ behaviour moves towards one 
another, is greater in this study (44%) than found in a previous study examining 
the physician-patient relationship (29.9%) in the acute setting188. Additionally, 
findings relating to combined joint convergence and asymmetrical convergence of 
both GPNs and patients are similar to this literature188. These findings may be due 
to social similarity between GPNs and patients as well as setting where time 
allocation and ongoing relationships with patients differ to the acute sector79,223.  
Overall patient convergence (joint convergence and asymmetrical patient 
convergence) represented over half (58.8%) of accommodation during the lifestyle 
risk interactions we observed. Similar results were found for overall GPN 
convergence (55.8%) of accommodation, indicating the mutuality, or positive 
similar communication styles, reflective of rapport building within the GPN-patient 
relationship4,79,188. Maintaining rapport is linked to patient disclosure about barriers 
to health77, an important component of motivational interviewing226. Harnessing 
nonverbal convergence during CDM consultations through nursing education has 
potential to support barrier resolution in lifestyle risk reduction.  
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The effective use of convergent para and nonverbal behaviours has positive 
implications for information exchange, patient satisfaction and person-centred 
communication79,188,234. Nonverbal behaviours represented just over half of joint 
convergent accommodation, where GPN gesturing increased significantly across 
the consultation. Convergent behaviours including facial expression, eye contact 
and gestures support person-centredness, satisfaction and trust in practitioner 
competence76,80. Tailoring or adapting nursing nonverbal communication during 
CDM consultations helps align patient preferences in shared decision making 
whilst meeting their emotional needs27,80,188. 
Increased paraverbal communication such as interruptions, speech rate and talk 
time can indicate dominance, an approach potentially problematic for supportive 
and collaborative barrier resolution during lifestyle risk conversations but perhaps 
more synonymous with a biomedical approach188,240. There was some evidence of 
this in our study in terms of asymmetrical patient divergence of speech rate and 
significantly reduced patient eye contact across the consultation. However, joint 
divergence of talk time, interruptions and simultaneous speech might also indicate 
GPNs and patients maintaining their own social identity through the distinctiveness 
or difference in communication styles over the course of the consultation227. Whilst 
potentially reflective of some patterns in chronic disease presentation, behavioural 
distance can also be indicative of confusion, depression or invasion to personal or 
physical space76,234, responses that would not indicate effective communication in 
the consultation.  
Interaction between the GPN and computer commonly seen in general practice 
adds complexity to the GPN-patient relationship27. While decreases in GPN 
computer eye contact time during the consultation were not significant, previous 
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research indicates that clinicians perceive computer use as having a negative 
impact on patient-centred communication241. Our findings may be related to the 
prioritisation of other actions undertaken by the GPN during CDM consultations 
and between analysis time points. This includes activities, which can be 
undertaken at any stage of the consultation away from the computer screen, such 
as blood pressure and weight measurement. However, increased computer use, 
including whilst talking, can negatively impact practitioner body posture, eye 
contact and patient information giving during consultations233,242. Strategies such 
as involving patients in viewing the computer screen are viewed positively by 
patients, but spatial constraints in some GPN work environments make this 
challenging87,241. This has implications for patients requiring support for lifestyle 
risk reduction where environmental barriers such as GPN workspace and 
computer placement may impact on patient engagement167,241.  
Limitations 
This study focussed on RNs for homogeneity as they are the largest group in the 
primary care workforce and have a consistent scope of practice. However, 
enrolled (diploma prepared) nurses also engage in lifestyle risk communication. 
Future research should consider the range of nurses and health professionals 
engaged in this communication to explore similarities and differences between 
professional groups. Additionally, future research could explore the communication 
needs of particular groups with altered communication, such as autism.  
Using non-participatory video observation in general practice is a useful way of 
examining interactions in settings where spatial constraints exist87. However, other 
GPN-patient interactions, such as informal greetings outside of the consultation 
room, were not captured due to the non-participatory method of video data 
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collection87. Video observation is known to produce large amounts of data for 
analysis, requiring careful consideration of research aims169. In this analysis, in 
keeping with the tool used, the first and last two minutes of the consultation were 
analysed to address the study aim. However, the large volume of data provides 
opportunity for future research to examine other aspects of the broader 
consultation. While behavioural patterns in these data were explored, the influence 
of age, gender, communication limitations of individuals and examination of quality 
outcomes, such as patient satisfaction, enablement and health outcomes, were 
beyond the scope of this study. 
Given that 10 behaviours were measured in the NAAS tool each of these were 
compared. While the number of comparisons increases the risk of a false positive, 
this paper allows the reader to draw their own conclusions by clearly articulating 
what was done and reporting the p values243. 
Conclusion 
Interventions supporting lifestyle risk reduction are needed to minimise the 
growing chronic disease burden and nurses in general practice increasingly 
provide this care. However, there is a lack of research examining GPN-patient 
consultations during chronic disease consultations as well as how nonverbal GPN-
patient communication is enacted. This study found that collaborative and person-
centred relationships formed through joint convergent accommodation of GPN-
patient behaviours and GPN gesturing were promising for supporting lifestyle risk 
reduction conversations. Further development of skills enhancing GPN-patient 
interactions is needed to improve therapeutic relationships and patient outcomes.  
87
Relevance to Clinical Practice 
GPNs’ roles and ongoing patient relationships create an ideal platform to facilitate 
self-management and lifestyle risk reduction. The high levels of convergent 
behaviours found in the study are promising for person-centred care and the 
willingness of patients and GPNs to actively engage with each other. However, 
there is scope to enhance GPNs’ nonverbal communication skills and enhancing 
the work environment to better support effective conversations of lifestyle risk. This 
includes supporting patient engagement through gesturing, facial expression and 
eye contact as well as consideration of whether divergent behaviours such as 
patient speech rate and eye contact are in line with medical history. Enhancing 
GPNs nonverbal communication has the potential to improve therapeutic 
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supporting lifestyle risk communication. The GPNs’ relational and content 
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Abstract  
Aims: To explore how GPNs communicate lifestyle risk reduction with patients 
presenting for chronic disease consultations.  
Design: Qualitative content analysis of video observations.  
Methods: The audio of 14 video-recorded GPN CDM consultations, were 
transcribed verbatim. Deductive content analysis was undertaken using the 
exploring, guiding and choosing model, an adaptation of steps used in MI. Data 
collection occurred from August 2017 - March 2018. 
Results: GPNs demonstrated relational skills including the use of open-ended 
questions, content reflections and affirmations. However, greater use of 
collaborative agenda setting, double-sided reflections, summarising patient 
priorities and ‘importance and confidence scales’ could enhance discussions about 
lifestyle risk reduction.  
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Conclusion: Although GPNs were using some MI techniques, there was room for 
skill development. Enhancing GPNs’ MI skills has the potential to optimise their 
effectiveness in communicating about lifestyle and chronic disease redcution. 
Ongoing professional development in MI skills and lifestyle risk communication 
needs to be supported by GPNs, workplaces and educational providers. 
Introduction 
An ageing population and increases in morbidity and mortality secondary to 
chronic disease present challenges for health care systems internationally10,244. To 
prevent chronic conditions including type 2 diabetes, hypertension, obesity and 
some cancers, GPNs have a key role in communicating lifestyle risk reduction85. 
Internationally, whilst there is variability in how roles are enacted, GPNs in 
countries such as Australia, New Zealand and the United Kingdom have benefitted 
from funding and policy initiatives supporting increased patient demand for 
services in primary care31,95,96. 
Operating in primary care, the GPNs’ role includes health promotion, illness 
prevention and CDM54. An important part of CDM and health promotion is 
supporting patient self-management through smoking, nutritional, alcohol and 
physical activity interventions67,245. Whilst the GPN role in CDM is acceptable and 
feasible to patients and general practitioners, primary care has been criticised for 
efforts in redressing the effects of chronic disease, including the under 
optimisation of the GPN role31,66,73. 
Background 
Tailoring communication based on patient need facilitates interactions and 
supports patient priorities to address behaviour change85. This is particularly 
important for patients with chronic conditions who may have decreased capacity to 
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make changes in lifestyle behaviours due to underlying social determinants of 
health, illness and physical capacity246. Additionally, person-centred approaches to 
lifestyle risk communication, such as MI, can be problematic in consultations 
where there are time constraints, unsupportive work environments, a lack of 
privacy and poor collaborative decision-making between providers and patients246. 
MI is a person-centred behaviour change approach known to be effective in 
primary care72. Techniques practiced in MI, such as reflections, affirmations, open 
questions and summarisations are viewed positively by patients as they address 
ambivalence and help prepare them for feedback and the goal setting necessary 
for behaviour change247. Examples of MI interventions in primary care include 
lifestyle risk reduction targeted at cardiovascular risk factors and depression 
treatment adherence248,249. Through understanding patient motivation and 
readiness to make behavioural change, there is linkage to the “Stages of change” 
model, including the steps of pre-contemplation, contemplation, preparation, action 
and maintenance250.  
Despite these MI interventions, there is variability in how communication about 
behaviour change is enacted in primary care72. Research examining GPNs’ use of 
MI has focused on their experiences, self-perceived use, training or quantitative 
analysis of the technique81,177,251,252. This study aimed to address a gap in the 
research through qualitative examination of how GPNs support lifestyle risk 
reduction with patients during chronic disease consultations using MI techniques.  
The Exploring, Guiding and Choosing Model 
The exploring, guiding and choosing model focuses on skills and techniques 
needed during MI9. Exploring includes the assessment of lifestyle and behaviour 
change history, building rapport and collective decision-making about risk 
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reduction priorities9. Through actively listening and responding respectfully, 
rapport is developed and priorities understood253. These techniques demonstrate 
GPNs’ interest and encourage patient involvement in identifying risky behaviours 
and risk reduction strategies9,253. Exploring techniques include open-ended 
questions, listening, reflection, exploring ambivalence and agenda setting9,253.  
Guiding involves GPNs encouraging patients when they express uncertainty about 
lifestyle change9. This is informed by strategies such as summarising reasons for 
behaviour change, rating patients’ perceptions of the importance of risk reduction 
and their confidence in achieving this, as well as asking open-ended questions to 
prompt patients to verbalise change talk9. Empowering patients to make decisions 
related to lifestyle risk reduction can be supported by prioritising importance, 
building confidence, or using the ‘elicit-provide-elicit’ approach, where GPNs use 
patients’ knowledge needs, convey information neutrally and understand patient 
interpretations71. Once patients have verbalised behaviour change talk an 
approach for lifestyle risk reduction can be chosen9,253.  
Choosing includes goal setting, action planning, barrier resolution and follow-up9. 
Reflecting on information provided and presenting options decreases the likelihood 
of a negative reaction to risk reduction9. Collaboratively establishing strategies to 
achieve risk reduction requires GPNs to work with patients to reduce tensions 
related to changing behaviour71,253. Arranging ongoing support and evaluation 
forms part of the goal setting process69. 
Aim 
This paper seeks to explore how GPNs communicate lifestyle risk reduction with 
patients presenting for chronic disease consultations. Specifically, we sought to 
explore the questions: 
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1. What communication skills and techniques do GPNs use to
communicate lifestyle risk reduction with patients presenting for
chronic disease consultations?
2. How are these skills and techniques employed by GPNs to
communicate lifestyle risk reduction with patients presenting for
chronic disease consultations?
Design 
This paper is drawn from a concurrent mixed methods project, which sought to 
explore Australian GPNs’ perceptions of and approaches used for, lifestyle risk 
communication. The quantitative component analysed GPNs’ and patients’ 
nonverbal behaviours during video recorded consultations88. The focus of this 
paper is a qualitative analysis of verbatim transcriptions of a subset of video-
recorded consultations. Semi-structured interviews with GPNs were also 
conducted. Findings of these interviews are reported elsewhere27. 
Participants 
A convenience sample of 15 GPNs and 40 patients were recruited, between 
August 2017 and March 2018, from PHNs in the south east of New South Wales 
and Australian Capital Territory, Australia. PHNs are government funded 
organisations that support general practices by improving community based 
services and coordination of care for patients134. Recruitment of GPNs occurred 
through social media and direct contact with general practices and professional 
organisations. Registered (baccalaureate prepared or equivalent) nurses were 
targeted as they represent the largest nursing group in general practice147. Given 
the focus of the study, RNs who were employed in a general practice and 
undertook CDM consultations were eligible to participate.  
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Participating patients were recruited by GPNs if they were adult, English speaking 
and presenting for a GPN CDM consultation. To reduce selection bias, 2-4 
consecutive eligible patients were recruited by each GPN. Consultations where 
chronic disease care planning, health or nurse-led assessments were targeted 
because of the probability of lifestyle risk reduction being discussed.  
Data Collection 
Collection of GPN consent and demographic data was undertaken by the PhD 
candidate. Non-participatory video observation was used to capture GPN and 
patient consultations due to its acceptability, usefulness in understanding 
communication techniques in the clinical setting, static physical positioning of 
lifestyle risk conversations and to reduce the potential bias of having an observer 
physically present87. Each GPN was orientated to video recorder operation as they 
were responsible for video recording. GPNs collected patient consent, medical and 
demographic data prior to the consultation. Video recordings of consultations took 
place using two Go Pro Session 4 cameras with micro SD cards87.  
Data Analysis 
Due to the large data volume, one representative video was selected from each 
GPN participant for verbatim transcription by a professional transcription service. 
Transcripts were initially manually coded by the PhD candidate (SJ) using 
deductive content analysis194. Categorisation was informed by the exploring, 
guiding and choosing model9. Coding data into categories using a model, or 
structured approach, assists in understanding concepts in different contexts194. 
Data immersion was achieved by two members of the research team (SJ & EH), 
who reviewed audio files, transcripts, coding and made notes194. Transcripts were 
reviewed several times by the team prior to coding and discrepancies discussed. 
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All team members contributed to the selection of quotations to represent codes. 
Each researcher has experience in nursing and qualitative research in primary 
care. Data saturation was thought to have occurred at 12 GPN-patient 
consultations and confirmed with analysis of a further two consultations.  
Ethical Considerations 
Approval for the study was granted by the UOW HREC (Approval No. 2016/381). 
Given the nature of video consultations, the storage, transmission and disposal of 
data was guided by relevant data management policies185,214. Informed consent 
was gained from nurses and patients prior to the commencement of recording. 
Patients were advised that their choice whether or not to participate would not 
have an impact on their relationship with the health providers or researchers. As 
the nurse controlled the video recording it could be paused or stopped if 
examinations occurred, however, it is not standard practice for full physical 
examinations to occur in these consultations. Limiting access to videos to the 
research team, meant privacy and confidentiality was assured. Pseudonyms were 
assigned to participants to maintain confidentiality.  
Rigour 
Lincoln and Guba210 approach of credibility, transferability, dependability, 
confirmability and authenticity was used to establish rigour. Credibility was 
achieved in the validation of content through researchers’ GPN experience, use of 
the exploring, guiding and choosing model to underpin the analysis, field notes 
and video recorded data9. Transferability was achieved by giving clear description 
of methods and participant characteristics. Dependability was achieved through 
transcript review, ongoing research team discussion and careful documentation of 
field notes and the technique used87. Confirmability was achieved by linking 
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findings from this analysis to other findings from the project and the broader 
literature. Lastly, authenticity was shown through the verbatim transcription, video 
recordings, inclusion of participants’ quotations and engagement with the GPNs 
during the project. Reflexivity was ongoing and involved the research team 
reflecting on personal biases and their impact on analysis.  
Findings 
Participants’ and Consultation Characteristics 
The 14 consultations in this analysis represented over 7 hours of video recorded 
data. Duration of consultations ranged from 18.1 - 69.3 minutes (mean 31.4 
minutes). Participating patients were mostly female (n=8; 57.2%) and had a mean 
age of 67.3 years (range 48-82 years; SD 10.9). Participant GPNs were all female, 
with a mean age of 43.5 years (range 25-66; SD 11.8) (Table 5.1). 
Table 5.1 GPN demographics  
 
 Pseudonym Age Country of Initial Registration 
Years working 
as an RN 
Years working 
as a GPN 
Bonnie 25 Australia 2 2 
Chrissie 27 Australia 7 6 
Gloria 35 New Zealand 14 4 
Susan 37 Australia 15 4 
Pat 37 Australia 19 5 
Janet 40 United Kingdom 4 1 
Olivia 40 Australia 9 1 
Tina 42 Australia 14 9 
Stevie 43 Australia 20 7 
Diana 49 Australia 12 17 
Annie 54 Australia 28 12 
Kate 56 Australia 29 18 
Joan 58 Australia 35 8 
Kim 66 Australia 13 7 
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Exploring  
As part of new or ongoing care, rapport was established informally through 
reflections, general open or closed questions. This served to invite the patient to 
lead discussion about general or medical concerns, the consultation or interests: 
Diana:  You been behaving yourself? 
Patient:  Yeah. 
Diana:  (laughs) 
Patient:  Still waiting for the surgeon to ring back to see when I’m going in. 
Diana:  Are you? Yeah. What are we having done? 
Patient:  A skin cancer. 
At the beginning of the consultation, the reason for attending was often clarified by 
the GPN. The agenda for lifestyle risk discussions was either led by the GPNs’ 
assessment of patient needs or general practitioner (GP) referral: 
Bonnie: So, for this one, really what we’re going to do is blood pressure, 
height, weight, your sugar levels and we’ll have a bit of a chat about 
the family history, how you’re going with the sleep, diet, exercise, 
those sort of things. 
Patient: Okay. 
Behavioural assessment identified some specific lifestyle risk factors, although 
some GPN assessments were more general: 
Janet: You've never smoked. 
Patient: No. 
Janet: Your diet is well balanced now. 
Patient: Yeah. I've taken a lot of the breakfast cereals out.  
Other CDM consultations sought to understand behaviours in a more detailed way 
including alignment with diet, alcohol, or exercise guidelines: 
98
Chrissie: What would you eat for breakfast normally? 
Patient: Cereal. 
Chrissie: What type of cereal is that? 
Patient: Muesli and a piece of fruit usually. 
Chrissie: Morning tea? 
Patient: Either nothing or some nuts, almonds. 
When exploring lifestyle risk with patients, statements of affirmation and 
encouragement were used by GPN participants to facilitate discussion and 
congratulate positive lifestyle choices: 
Kate: So, I'm actually really happy when I'm hearing you saying your bread - 
what sort of bread? 
Patient: Wholegrain. 
Kate: Perfect. 
Patient: Nine-grain and I have - I usually have - I like Weet-Bix. 
Kate: Excellent. 
Demonstrating their listening and information gathering, GPN participants used 
reflection to clarify understanding and goals: 
Patient: Well that was yeah, that was something I was talking to the doctor 
about as well, just with this - changes going on everywhere so I think 
it’s a bit associated with that. It’s not a lot easier - it’s harder to lose 
weight and easier to gain weight. 
Bonnie: Yeah, certainly and particularly if you had an injury anyway, you’re not 
being able to do the usual things anyway. 
Some conversations demonstrated missed opportunities for further exploration, 
agenda setting or education related to lifestyle risk. For example; rather than 
clarify what she meant by margarines and explore the topic in greater depth, Diana 
moves on with the consultation: 
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Diana: And, you’re watching the margarines you have ... 
Patient: What margarines? 
Diana: and how much oil you have?  
Patient: Yes 
Diana: You have been educated on all that. Okay. 
Guiding 
No GPN participant explored uncertainty using an importance or confidence 
numerical scale. Similarly, limited summation of lifestyle risk discussion was 
observed. However, some guided patients through personalised education, 
educating them about lifestyle risk recommendations to support potential reasons 
for behaviour change: 
Bonnie: Much alcohol? Do you drink much alcohol? 
Patient: Yeah, once or twice a week I’ll have something to drink. Probably I 
might share a bottle of wine or something like that on a Friday night or 
Saturday night. A couple of beers with it, sometimes.  
Bonnie: So keeping to the - the recommendation is one or two. When you get 
to sort of four, five, six or more, then that’s a bit much.  
To assist prioritisation of areas where lifestyle risk reduction may have been 
needed, GPNs attempted to lead patients by revisiting topics, including past 
successes in the same consultation: 
Patient: .... I don't think I've lost any weight. 
................................. 
Patient: ....Just not motivated. 
Tina: Like motivated like you were. 
................................. 
Patient: .... Well, I should be motivated, I'm planning on going to Western 
Australia next year, so I should be getting motivated. …. 
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Tina: Then you think - once you've got something to work towards, that will - 
yeah. 
Patient: I hope so. 
...................................... 
Tina: What would your aims be for before you head over there? 
Patient: I haven't really thought about that, just putting a date down, that's the 
first thing.  
Tina: Before you went to Europe you had that - you were really motivated to 
- you know, because you wanted to be able to walk around and that 
was - what would be your thing that you want to… 
...................................... 
Tina: No lectures, it's just, you know, channel that - whatever it is that's 
going to - it sounds like it's going to be locking in a date will help you. 
Patient: It will be fairly important.  
Choosing 
Some GPNs encouraged patients to engage in goal setting, through content 
reflections, suggesting options and barrier resolution for lifestyle risk reduction. 
These discussions were often lengthy and involved action planning, where 
patients discussed steps toward achieving the desired goal. In this example, the 
GPN and patient discuss the barriers of lung capacity, glasses and uneven paths 
before a plan for physical activity is resolved: 
Kate: How else - what else are you thinking you might be able to do? 
Because most people have some sort of a plan. If you're concerned 
about moving and that's wearing you out, what else are you thinking 
you might be able to do? 
Patient: There isn’t anything that I can come up with. I can walk, but I have 
trouble. These are [multifocals] and I can't see when I walk. The lady 
at the optometrist said yes, these can affect your sight. I don’t enjoy it, 
worrying where I'm walking. 
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........................................ 
Kate: Sometimes it's really hard to… 
Patient: Get going. [Partner’s name] walks, I don’t. I'll puff if I go from the back 
door down to our little garden area where we grow veggies and stuff. I 
shouldn’t, but I do. I'm sure it's just more the weight. 
…………………………… 
Kate: When you say that, that concerns me. So, let's make sure that you've 
got good lung function. This is something you'll go over with the 
doctor. Sometimes, adding in a puffer can assist. ... 
.......................................... 
Kate: That's really interesting …., that you know you'd like to move some 
more, you're getting a bit breathless, so you're checking out doing 
some basic stuff to make sure if we can assist with your lung function. 
But when you try to walk, your glasses are actually what makes it 
difficult. 
…………………………….. 
Patient: I could most probably go without the glasses to walk. It's something 
that I just haven’t… 
……………………………. 
Kate: Why don’t you try that? 
Patient: I will. I'll speak to [Partner’s name] because he's more than happy to 
have a bit of walk around. 
........................................ 
Patient: To start with, I think rather than go for the walks because the roads 
are all uneven... 
Kate: Yeah, they're shocking. 
Patient: we have concrete verandas the whole way round the house. Now, I 
thought maybe if I just do that a few times and see how that goes, 
because it is level and it's easy to walk. 
Kate: One of the things to think about it is rather than thinking I've gone 
around 10 times, just look at a time. 
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Patient:       Do it for five minutes or two minutes, or 10. 
Options for lifestyle change were sometimes presented through closed questions 
and statements that prompted a simple answer rather than encouraging a more 
detailed response: 
Bonnie: Are you taking the skin off the chicken, cutting extra fat off? 
Patient: Yeah, yeah.  
However, when GPNs used open-ended questions, commitment talk often 
followed: 
Susan: So in order for us to stay on track, what do you think we need to do? 
Patient: Well, I’ve got to get back into the diet; that’s virtually it. I’ve just got to 
get back to the proper eating again and not so much takeaway’s which 
I do love …. 
Sometimes reflection and affirming statements were used to encourage patient 
discussion and show empathy for barriers to risk reduction: 
Patient: Yeah, I seem to still - I mean after - they [exercise physiologist] got me 
walking doing three lots of walking each time and it started off with 
maybe three minutes and I think it got to about a five-minute walk. 
 Because I was counting it - three was all right, I could handle that, but 
as they progressed me up the scale, I was finding it more and more 
difficult. 
Susan: More and more difficult, yes. 
Patient: When I was - even when I was only doing the five-minute one, I felt by 
the time I got to 3 minutes, I was counting the laps so then I know I’ve 
only got to go... 
Susan: Counting it down. 
Some GPNs referred patients to allied health professionals as a means to address 
risk behaviours. Discussions related to this included education about allied health 
roles and the referral process: 
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Joan: So it’s going to be important though ... to see a dietician, it’s going to 
be really important. That’s the whole and complete kind of picture and 
stuff and really the best program is through community health, 
because you meet the diabetes educator. Do you have a follow up 
appointment with [diabetes educator’s name]? I don’t think so do you? 
Patient: No. 
Joan: No, there’ll be a diabetes educator, there’ll be a dietician, there’ll be an 
exercise physiologist and they do group classes once a week for 
about six weeks. So will that be manageable for you with work? 
Patient: Yeah. 
Follow-up with patients often occurred as a result of referral from the GP or 
revisiting goals from a previous consultation with the GPN: 
Pat: ….So you had the care plan done in March and the main concerns 
that you talked to [GPN’s name] about at that time was your 
breathlessness, which is limiting your activity and things that you’re 
able to do for yourself and it was affecting your sleep as well at that 
time and some increasing anxiety which probably associated with 
being short of breath. Does that sound about right?  
Patient: [nods]  
…………………………… 
Pat: [GPN’s name] talked about physical activity and you were doing some 
walking down around the memorial gardens?  
Patient: Yep. I still do that.  
At the same time as providing guidance and support, GPNs acknowledged and 
accepted patients’ decisions and choices related to managing their lifestyle risk 
behaviours: 
Kate: Absolutely. Do you know, I'd really love to contact (exercise 
physiologist’s name). I think you'd almost, but it's up to you. You don’t 
have to. I can see the look on your face. 
Patient: No, I'm sort of… 
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Kate: Because one-on-one maybe with (exercise physiologist’s name). 
When you're saying that you're muscle-wasting, she can work out stuff 
that you can do sitting in the chair with two cans of beans. 
Patient: Yeah. 
Kate: But how much do we do to help our muscles and that's where she's 
got all of that expertise for what really helps. Would you like me to 
send her a referral or not? Or do you want to see how you go? 
Patient: Let me see how I go for the next month and if I can get myself 
organised, I'll be right. It's just a matter of getting used it. 
Discussion 
Limited previous literature has explored GPNs’ lifestyle risk communication using 
the exploring, guiding and choosing model9. The GPNs’ communication of 
relational aspects of lifestyle risk reduction in this study demonstrated both 
strengths and areas for enhancement. Maintaining rapport during consultations 
allowed GPNs scope to use communication strategies for understanding patients’ 
risk factors and to consider potential interventions to address these, such as the 
barrier resolution and referrals that followed. The exploring, guiding and choosing 
model 9 was a useful tool to identify these strengths, as well as missed 
opportunities for further exploration, agenda setting or education related to lifestyle 
risk. Hence, areas where GPNs can potentially be supported to up-skill can be 
focussed on as a result of this evidence.  
Exploring 
Following initial rapport building, GPNs explored lifestyle risk as part of routine 
CDM consultations using open-ended questions and listening. Listening was 
demonstrated through content reflections, or paraphrasing – an effective means of 
gathering information and building further rapport9,27. Reflections are more 
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effective than questions in supporting patient views and choices and encouraging 
patient information sharing, although content and tone need to mirror the patients’ 
dialogue9,247,254. However, double sided reflections, not demonstrated in this study, 
help focus discussion and explore ambivalence by rationalising reasons for and 
against changing behaviour9. This can be achieved through empathy, facilitation of 
patient change talk and preparation of patients for potential problems in lifestyle 
risk reduction9,247,254,255. The use of this technique might have benefit in some of 
the consultations.  
Other techniques such as establishing a collaborative, or equal relationship 
approach when determining the agenda for change are known to support patient 
autonomy and engagement in the likelihood of lifestyle change256. However, GPNs 
in this study followed the kind of GPN question/patient response format that has 
been demonstrated in previous studies examining consultations116,247,257. This non-
collaborative approach is aligned to the CDM remuneration structure or GPNs’ 
agenda, rather than the patients’. Other barriers to supporting collaborative 
approaches to behaviour change is the ad hoc nature of GPN professional 
development in the communication of lifestyle risk reduction, time and a lack of 
organisational support81,258,259.  
Guiding 
GPNs’ relational continuity with patients places them in an ideal position to monitor 
and guide lifestyle risk discussions over time27. Effective communication about 
lifestyle risk also depends on patients’ readiness to do so36. For example, a patient 
at the pre-contemplation stage may be offered educational information regarding 
lifestyle guidelines rather than discussing action planning36. GPNs in this study 
demonstrated the use of lifestyle guideline education as a means of motivating 
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patients for change. However, directive approaches, giving advice and generic 
health messages, such as lifestyle guidelines, can be resisted by patients and 
reduce the likelihood of lifestyle risk reduction116,226. Instead, ascertaining patient 
readiness through using ‘confidence and importance scales’ or an ‘elicit-provide-
elicit framework’ helps individuals to process and verbalise information in a 
personally applicable way9. Following this, summarising patient priorities and 
choices for lifestyle risk reduction, whilst requiring effort, demonstrates the GPNs’ 
listening skills and clarifies understanding71,258.  
Choosing 
Where GPNs demonstrated goal setting, this was based on assessment and 
discussion during the consultation and involved content reflections, suggestions 
and barrier resolution. When lifestyle related goal setting is limited, it may be due 
to competing clinical priorities, referrals to allied health practitioners, lack of GPN 
skills in goal setting, or patient readiness for change. In our study, when GPNs 
used open-ended questions to explore patient strategies for meeting lifestyle 
goals, this facilitated commitment talk. To explore and affirm patient choices about 
lifestyle risk reduction options and to progress patients from talk about sustaining 
existing behaviours to change talk, further use of open-ended questions and 
reflections needs to occur177,253. These strategies would provide relational support, 
understand patient perceptions and experiences as well as promote autonomy, 
commitment language and outcomes in behaviour change177,253,260.  
Study Limitations 
It is possible that only those general practices, GPNs and patients actively 
engaged in lifestyle risk prevention or CDM were willing to be video recorded than 
those who were not. Given the nature of qualitative research and data volume, 
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analysis was limited to a subset of consultations where lifestyle risk factors were 
discussed. Concerns about selection bias in the study have been mitigated 
through the selection of representative GPN-patient lifestyle risk consultations. 
Additionally, consultations were not dedicated to MI and while rapport building was 
identified in the data, additional rapport building activities might have taken place 
prior to the start of the video-recorded consultation. Further research could explore 
patient techniques during conversations with GPNs about lifestyle risk as well as 
patient outcomes following these.  
Conclusion 
GPNs are ideally placed to support reductions in chronic disease through 
discussions about lifestyle risk factors with patients. This study provides unique 
insights into using MI by GPNs. The GPNs’ showed skills supporting relational 
aspects of MI such as open-ended questions, affirmation, content reflections and 
emotional support. Developing and leveraging these skills alongside implementing 
other strategies that were seen less often, including collaboration in agenda and 
goal-setting, double-sided reflections, summarising, an ‘elicit-provide-elicit’ 
approach and use of ‘importance and confidence scales’ would better support 
patients in lifestyle risk reduction. Our findings indicate that the GPNs in this study 
would benefit from further professional and skill development related to these 




















Interviews with GPNs provided insight into their perceptions of interactional 
elements impacting on lifestyle risk communication. These data are reported in 
paper 527 (Appendix 9). This paper highlights strategies needed to optimise GPN-
patient interactions to enable conversations about lifestyle risk reduction. 
Permission to include the paper in the thesis was given by John Wiley & Sons Inc. 
(Appendix 9). The paper was published in the Journal of Advanced Nursing 
(Impact factor: 2.561, Journal ranking: 1.027) as; 
James, S., McInnes, S., Halcomb, E., & Desborough, J. (2020). 
Lifestyle risk factor communication by nurses in general practice: 
Understanding the interactional elements. Journal of Advanced 
Nursing, 76(1), 234-242. doi.org/10.1111/jan.14221 
Abstract 
Aim: This paper seeks to explore GPNs’ perceptions of interactional factors 
supporting communication with patients about lifestyle risk.  
Design: Qualitative descriptive study embedded within a concurrent mixed 
methods design. 
Methods: Fifteen Australian GPNs were interviewed following video recorded 
CDM consultations between August 2017 and March 2018.  
Results: The theme of ‘Interactional Factors’, comprised of the subthemes 
‘Relational factors’ and ‘Patient factors’. Relational factors referred to 
communication techniques and methods supporting temporal continuity with 
patients about lifestyle risk. Patient factors included consumers’ motivation, 
willingness and readiness to prioritise lifestyle changes. Lack of awareness of the 
nurses’ role was perceived to have an impact on initiation of lifestyle risk 
conversations. 
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Conclusion: Strategies optimising continuity of nursing care enhance capacity for 
lifestyle risk reduction conversations with patients. Ongoing training in patient-
centred communication and increasing patients’ awareness of GPNs’ roles would 
also better support these discussions. 
Introduction 
Due to increases in the ageing population and chronic disease burden, 
presentations in general practice are more complex and many patients present 
with at least one chronic condition45,244,261. Lifestyle risk factors such as smoking, 
poor nutrition, harmful alcohol intake and inadequate physical activity are known 
causes of chronic conditions such as hypertension, type 2 diabetes, obesity and 
cancers37. Proactive primary prevention measures, such as lifestyle risk reduction, 
have great potential in general practice to reduce this disease burden262. However, 
to date, general practice has been criticised for its efforts to redress the chronic 
disease burden31. 
Internationally, GPNs provide an important role in CDM, including activities that 
support disease prevention and patient self-management67,149. Despite variability 
in international primary care settings, many countries including Australia, New 
Zealand and the UK have targeted funding and policy initiatives to enhance the 
number and develop the roles of GPNs to meet increasing patient need31,58,95,96. 
Despite this, shortcomings exist in how GPNs are supported to work to their full 
scope of practice63,73.  
In Australia, the GPN role includes health promotion, disease prevention, acute 
treatment, health education and CDM54,63. Patients generally understand that 
GPNs can competently support them to manage their chronic conditions223,263,264. 
GPN initiated lifestyle risk communication occurs both opportunistically and part of 
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government funded CDM265. However, the initiation and conduct of lifestyle risk 
communication in clinical practice is dependent on factors such as the individual 
nurse, consumer and context of care85.  
Background 
Addressing lifestyle risk behaviours is complex, involving issues such as the 
globalisation of unhealthy diets and lifestyles, supported by poor policy 
development and urban planning244. Supporting patients in lifestyle risk reduction 
requires both patient commitment and health practitioner support37,71. Power 
dynamics amongst and between health professionals and patients adds to this 
complexity246. Creating an environment where conversations about lifestyle risk 
reduction can occur is important for patients to build the confidence to undertake 
behaviour change71. 
Remembering personal goals and absorbing information when presenting for 
consultations requires mental energy266. Patients with complex needs are 
particularly vulnerable and engagement can be problematic at times of 
impairment, illness, poor health literacy or means to make improved health 
choices246. This problem is further exacerbated through fragmented health 
provider collaboration and consultation time constraints, limiting patient 
engagement, choice and informed decision making267,268.  
Communication about lifestyle risk reduction is a collaborative process whereby 
GPNs can support patients to consider opportunities for behaviour change and 
develop personal strategies to improve health71,72. Components of this process 
include rapport building, agenda setting, assessing importance, confidence and 
readiness, information exchange and reducing resistance71. Specific behaviours 
within nurse-patient interactions support therapeutic relationships such as active 
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listening, a relaxed ambience, approachability, a personalised approach, time, and 
trust223,225,269. Therapeutic relationships formed through collaboration between 
patients and GPNs enable patients to better manage their health70,223.  
Interactional factors supporting rapport and approachability are multidimensional. 
They include environmental, nurse and patient related factors such as mutual 
participation, supportive working conditions, patients’ ability to see the computer 
screen, body language, cultural and language needs, room ambience and 
privacy234,270-272. While communication is significantly influenced by interactional 
factors234,268,273, little is known about how these interactional factors contribute to 
lifestyle risk communication between GPNs and patients in the general practice 
setting. 
Aim 
The aim of this paper is to explore GPNs’ perceptions of interactional factors that 
support communication with patients about lifestyle risk. 
Design 
This paper reports on a single theme that emerged from the qualitative descriptive 
interviews undertaken within a larger concurrent mixed methods project exploring 
the perceptions of, and approaches used for lifestyle risk communication by RNs 
in Australian general practice. The quantitative component comprised non-
participatory video recording of GPN CDM consultations88. A qualitative 
descriptive approach was chosen to underpin the qualitative component, to link 
knowledge closely to the clinical experience of participants199. Given the large 
volume and depth of data generated, other components of the project have 
been reported in separate publications26,88,89.  
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Participants 
Convenience sampling was used to recruit 15 Baccalaureate prepared, RN GPNs 
employed in general practices in the SENSWPHN and ACTPHN, Australia. RNs 
were the target group as they represent the largest proportion of the GPN 
workforce147. Participants were recruited via phone calls and emails to general 
practices in the study area, and newsletters and communications disseminated by 
professional networks such as the APNA, SENSWPHN and ACTPHN. Participants 
initially took part in the video observation and then were interviewed by the 
researcher.  
Data Collection 
Participants were individually interviewed by the PhD candidate (SJ) either face-to-
face or via telephone depending on their location. Rapport had been built with 
participants during the recruitment and conduct of the video-observation aspect of 
the study. Participants were aware that the PhD candidate was an experienced 
GPN and so had a level of insider knowledge of their experiences.  
Patient and GPN demographic information were collected prior to interview. Open-
ended questions, with additional prompts, were related to perceptions of lifestyle 
risk communication in GPN consultations (Figure 6.1). Interviews were audio 
recorded and field notes were kept. Fifteen interviews, which included all GPN 
participants, were conducted. It was thought that data saturation was achieved at 
13 interviews, however, the remaining two participants were also interviewed to 
confirm that saturation had been achieved.  
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In what circumstances do you talk to patients about lifestyle risk? 
What sorts of things do you discuss in CDM consultations? 
What do you see as your role when discussing lifestyle risk with patients? 
What are some aspects of your role, which enable you to undertake discussions of 
lifestyle risk with patients? (What makes it easier for you to have conversations about 
lifestyle risk?) 
What do you see as important when discussing lifestyle risk with patients? (How do you 
know what you need to discuss?/How do you prioritise what needs to be discussed?) 
What are some aspects of your role, which are barriers for you to undertake 
discussions of lifestyle risk with patients? (What makes it hard for you to have 
conversations about lifestyle risk?) 
How do you think GPNs could enhance the way they undertake lifestyle risk 
communication? 
What training have you had in communicating lifestyle risk or behaviour change in the 
past? 
Figure 6.1 Interview schedule 
Ethical Considerations 
This study was approved by the UOW HREC (Approval No. 2016/381). 
Participation was voluntary with written consent obtained prior to interviews. 
Confidentiality and anonymity were assured through coding of participants prior to 
transcription, and use of pseudonyms in publications. Use of a professional 
transcription service ensured that ethical data management was maintained.  
Validity and Reliability/Rigour 
Trustworthiness and quality was established through the Lincoln and Guba210 
steps of credibility, transferability, dependability, confirmability and authenticity. 
Data segments were sorted, categorised, summarised and then organised into 
labels, and themes by the PhD candidate. All authors reviewed verbatim 
transcripts and discussed coding and the themes until consensus was reached. 
Credibility of the data was established through diverse sampling (inner and outer 
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regional areas, as well as a major city), the use of field notes, and confirming 
saturation. Ongoing reflexivity also supported this. In the study’s context, 
transferability was achieved through examining interview data in the context of 
confirming evidence from other sources in the same study, which also included 
recruitment from rural and urban settings and a mix of small business and 
corporate practices. Open and frank communication during the review of 
transcripts and thematic interpretations between the research team ensured 
dependability. Confirmability was established through linking interpretations with 
participants’ quotes. Lastly, authenticity was demonstrated through verbatim 
transcriptions of the audio recordings and field notes. 
Data Analysis 
Verbatim transcription was undertaken by a professional transcription company 
and then uploaded into NVivo Version 11207 for analysis. The research team 
comprised of a doctoral candidate (SJ) and three doctorally qualified nurses who 
have experience in qualitative primary care research. The PhD candidate verified 
accuracy of the transcripts by listening to the audio recordings and comparing 
them to the transcripts. Thematic analysis was based on the steps outlined by 
Braun and Clarke107, ensuring analysis was grounded in data - including data 
familiarisation, generation of codes, collation of themes, thematic review, theme 
definition and reporting. Familiarisation occurred through immersion in the 
recordings and transcripts, and consideration of GPNs’ views of lifestyle risk 
communication with their patients. Coding identified the features or segments of 
data needed for the generation of themes, which were derived from the 
predominant view of the related codes. Subthemes were identified within these. 
Authors agreed on the themes, which were reviewed, defined, refined and verified 
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through selecting verbatim quotes to demonstrate accuracy and consistency. 
These discussions also involved reflecting on the biases of individual team 




Fifteen GPNs were recruited from 14 general practices. Participants were all 
female and aged between 25-66 years (mean 43.4 years; SD 11.4 years). Three 
GPNs (20%) initially qualified outside of Australia and just over half held a 
Bachelor degree as their highest level of education (n=8; 53.3%). Participants had 
worked as a RN for 2-35 years (mean 15.9 years; SD 9.3 years) and had worked 
in general practice for 1-18 years (mean 7.4 years; SD 5.2 years). The duration of 
interviews ranged from 16.3-36.0 minutes (mean 24.3 minutes). 
Thematic Structure 
The first of two sub-themes, relational factors, describes the communication 
strategies and relational continuity perceived necessary for lifestyle risk 
communication. Participants described a mix of communication strategies that 
indicated the use of person-centred or approaches that used scare tactics. 
Person-centred strategies included active listening, giving palatable amounts of 
information and understanding patient communication needs. They described 
relational continuity, which required the development of familiarity and rapport, and 
specific strategies related to these that supported lifestyle risk communication. 
Examples of scare tactics described poor outcomes of chronic disease, such as 
leg amputation, should the patient not prioritise lifestyle risk reduction. 
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The second sub-theme, patient factors, describes readiness for behaviour change 
and lack of awareness of the GPN role as having an impact on lifestyle risk 
communication. Participants believed that motivation and willingness indicated 
patient prioritisation to make lifestyle changes. Patients’ lack of knowledge about 
reasons for seeing GPNs and their role in patient care were seen to effect 
interactions and their readiness for lifestyle risk reduction conversations.  
Relational Factors 
Communication Strategies  
Participants described a variety of approaches to lifestyle communication. Some 
described how they “.... really try to make it patient-led. Because otherwise we're 
on my agenda and not theirs" (Kate). However, others described using scare 
tactics: 
"well I sort of tell them that, you know, if you don’t do this, then that’s 
going to happen to you. I sort of give them the worst-case scenario 
of what can happen if you don’t get your diabetes under control…, if 
you don’t look after your feet or your eyes, you could go blind, or you 
- you know with your feet, you could get an infection that turns into 
an ulcer, that turns into an amputation. So, I kind of scare them." 
(Gloria) 
Maintaining engagement, using different strategies, was seen as an important part 
of the communication process. Participants described gauging the patient’s 
communication needs, listening and conversing in a “realistic” (Susan) way: 
"communication is the most important thing, I think, for when you're 
talking about lifestyle.... so rather than school them, I think. Try and 
meet them in a normal kind of realistic way .... they're a bit more 
onboard for listening to what you might have to say then thereafter." 
(Susan) 
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Gauging the patient’s communication needs sometimes involved nurses adapting 
their communication style: 
".... I think when you have a talk to them, it doesn't take very long to 
kind of figure out how the person wants to be spoken to about 
things. So, .... gauging their communication style too, which would 
style my communication to them...." (Chrissie) 
Strategies such as providing smaller amounts of information depended on nurses’ 
perception of patients’ capacity to consider GPN conversations about lifestyle risk 
and undertake lifestyle risk reduction activities: 
"So if they're quite obviously someone who drinks a lot, smokes a 
lot, is overweight, then we don't want to bombard with too much....So 
we do try to find the one or two ....little things that they could aim to 
focus on." (Tina) 
Relational Continuity 
The use of phrases such as “chipping away” (Stevie) and “digging away” (Nancy) 
featured in some participants’ dialogue evidenced their unique continuing 
relationship with the patients as well as a perceived need for an ongoing 
discussion about lifestyle risk factors. Some, like Stevie, identified that this 
approach came “as I've gotten more experienced.” An ongoing nurse-patient 
relationship was seen to support temporal continuity of discussions about lifestyle 
risk through familiarity and time spent together: 
"I think they generally feel more comfortable with a nurse. I guess 
because they've had contact with them in the past …. one on one 
they talk better and they've got more time with you as well." (Diana) 
Being approachable and maintaining “a little bit of rapport” (Pat) with patients was 
seen as necessary for ongoing relationships and effective communication about 
lifestyle risk. Without rapport and trust, Janet recognised that “I could say whatever 
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I wanted to and it wouldn't work." Rapport was also valued for supporting open 
dialogue about lifestyle risk reduction successes as well as failures, and 
maintaining therapeutic relationships for ongoing behaviour change support: 
"Everybody slips, everybody slips. I'm not there to wave a finger or a 
whip at anybody. I'd rather they had a happy rapport that we could 
talk about anything, even when it's gone bad for them." (Kim) 
Patient Factors 
Readiness for Behaviour Change 
Successful discussions about lifestyle risk were dependent on patients’ readiness 
and capacity to prioritise lifestyle changes. Pat indicated that being “too pushy” did 
not assist lifestyle risk reduction, as the patient may not be “ready to take it up”: 
"It's what it is that they're after at the time. That's important. What the 
person wants to know and learn, what their questions are, rather 
than me just going, blah, allow them to bring up bits and pieces, and 
then jump on leads and go with it from there." (Joan) 
Motivation was perceived as necessary for lifestyle risk reduction readiness, which 
sometimes occurred when patients were “newly diagnosed with something” (Tina). 
For others: 
 “....some people are quite motivated and they will come and see you 
because they are very ready to do something about whatever it 
is.......some are just there because they want their five visits to the 
podiatrists to get their feet done for the year. That’s all they really 
want and they don’t really want to do anything else.” (Pat) 
Few participants overtly discussed strategies for resolving barriers, preferring to 
discuss lifestyle risk reduction if the patient indicated willingness to do so rather 
than “trying to push it down their throat” (Pat). Once this was ascertained, further 
discussions and encouragement could take place: 
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 “So if you wanted to start a conversation about exercise, they might 
talk a lot about pain and their barriers that are stopping them from 
doing things. That really depends on the person.” (Chrissie) 
 “....if you get the patient on board with something that's important to 
them at that current space of time, they're generally more 
encouraged and likely to make the necessary adjustments within 
lifestyle or diet or management and keep them on board and keeps 
them enthused with regards to that.” (Susan) 
Lack of Awareness of the GPN Role 
Some participants reflected on experiences when the patients were unaware of 
GPNs’ role in CDM consultations. The need for communication regarding this was 
seen as one way to enhance patients’ readiness to receive health education and 
lifestyle risk reduction advice within GPN CDM consultations. This involved 
educating the patient about the referral process prior to consultation, either by the 
GPN, general practitioner or reception staff. This awareness of the GPNs’ CDM 
role potentially had an impact on the content of interactions, including patients’ 
readiness for conversations about lifestyle risk reduction: 
“the patient comes in here and hasn't got a clue why they're here, 
which seriously annoys me because then I get to do all the 
explaining.” (Kim) 
“They don't know why the doctor's booked them in with us or why 
we've asked them to come in. Sometimes they are - sometimes 
they're just a bit suspicious, why are we asking all these questions. 
We just need to set a parameter around why we're doing it and the 
benefits that we're trying to achieve from it.” (Tina) 
“some of them have no idea, and some of them think I’m a podiatrist, 
I’m the dietician.” (Gloria) 
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Discussion 
Patients in general practice believe that the familiarity, shared decision making 
and every day styles of communication between nurses and patients optimise 
interactions274. The findings of this study describe GPNs’ perceptions of 
interactional factors that support lifestyle risk communication with patients, which 
similarly indicate the ongoing, approachable and realistic ways of communication 
necessary for lifestyle risk conversations. Gauging patients’ interactional needs 
and ability to prioritise content formed part of GPNs’ adaptive communication 
strategy to maintain patient engagement in lifestyle risk reduction conversations.  
Patients’ emotional and relationship needs can require as much attention as 
information giving275. The behaviour and speech used by GPNs, such as person-
centred versus scare tactics, is known to influence patients’ perceptions, 
responses and satisfaction with the therapeutic relationship240,276. Adopting scare 
tactics, focusing on diagnosis and poor clinical outcomes rather than the person, 
stems from power relationships and leads to poor patient involvement in care240. 
Accommodating communication in a person-centred way, such as listening and 
trying to understand patients’ needs, perspectives and strengths, enhances 
patients’ willingness to discuss behaviour change71,276. In this way, shared 
decision-making about lifestyle risk reduction is supported by an ongoing learning 
approach based on patients’ readiness for behaviour change71,240.  
Relational factors such as rapport, familiarity and approachability were perceived 
as necessary for lifestyle risk reduction conversations. Continuing relationships 
contribute to the familiarity and enablement necessary to overcome barriers to 
behaviour change and self-management70,277. In general practice, older patients 
and those presenting with multi-morbidity, as well as practitioners with more 
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experience and long-standing relationships with their patients are more likely to 
experience relational continuity273. A study of nurse-led hypertension management 
demonstrated that patients appreciated communication with the GPN about 
lifestyle factors and the level of accountability that ongoing dialogue created278. 
Few participants discussed resolving barriers to behaviour change in their 
conversations with patients, preferring to wait until patients expressed willingness 
and motivation for lifestyle risk reduction. Discussing sensitive issues such as 
weight management can be problematic for GPNs due to concerns about 
jeopardising rapport101,115. However, both rapport building and barrier resolution 
are important components of behaviour change communication techniques and 
foster self-management71,279. Organisational support, funding and ongoing 
education is required for GPNs to enact person-centred communication to 
optimise the effectiveness of lifestyle risk reduction conversations85.  
To ensure care integration, GPNs maintain collaborative relationships within and 
external to the practice55. Despite other research indicating patient satisfaction and 
acceptability of the GPN role, participants indicated a lack of patient awareness of 
the GPN role66,264. Communicating the value of the GPN role to patients, and in 
primary care teams, supports GPNs’ visibility and understanding of their role. 
Enhancing understanding of GPNs’ skills, knowledge and role in patient care prior 
to consultations can redress time taken during consultations and prepare patients 
for these appointments. This includes sharing information with patients around the 
aims and processes involved in CDM, supporting their involvement in care268. 
Mechanisms for improved CDM role visibility could take the form of GPN 
involvement in team meetings280 and in-services as well as practice or web based 
promotion of staff. 
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This research identifies ways lifestyle risk reduction can be improved. Knowledge 
about enhancing interactional elements of the GPNs’ role has implications for 
patient outcomes as well as other settings where lifestyle risk communication 
occurs. Optimising the GPNs’ role in lifestyle risk communication through 
strengthening education, policy and workplace support has potential in the 
management of chronic disease. Further research is needed to explore the 
content of lifestyle risk communication between patients and nurses. 
Limitations 
Participants in this study were also involved in the video-observation component of 
the larger mixed methods project, where CDM consultations were recorded. 
Nurses who were unwilling to be videoed, therefore, did not have the opportunity 
to present their perspectives through these interviews. Additionally, it is possible 
that participants had a higher level of interest in CDM and lifestyle risk prevention 
than those who declined. Participants were drawn from a range of rural, regional 
and metropolitan areas, and employed in both a corporate chain and small 
business practices. However, given the nature of qualitative research it is not clear 
if the rurality or business model had an impact on the experience. Finally, this 
study represents only the perspectives of nurses. Exploring the patient perspective 
may provide additional insights and should be considered in future research.  
Conclusion 
Increases in the prevalence of chronic disease and patient complexity present 
both challenges and opportunities for nurses in general practice. Ongoing GPN-
patient contact creates rapport and trust, supporting therapeutic relationships and 
conversations of lifestyle risk reduction. Knowing how to interact effectively with 
patients in a person-centred way is essential for lifestyle risk communication. This 
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can be undertaken using established communication techniques, such as MI, and 
strategies in therapeutic communication such as active listening and assessing 
patients’ communication needs. Ensuring GPNs have ongoing training and 
workplace support will better inform effective conversations of lifestyle risk; 
however, for these interventions to be effective, the role of GPNs needs to be 
better understood by patients.  
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Chapter 7: Barriers and Facilitators 
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Chapter Introduction 
This chapter presents paper 626, an exploration of the barriers and facilitators to 
lifestyle risk communication (Appendix 10). Issues such as funding, education and 
GPN autonomy are identified, and their impact on lifestyle risk communication 
explored. Permission was granted by CSIRO Publishing to include this paper in 
the thesis (Appendix 10). The paper was published in the Australian Journal of 
Primary Health (Impact factor: 0.98; Journal ranking: 0.46) as; 
James, S., Halcomb, E., Desborough, J., & McInnes, S. (2021).  
Barriers and facilitators to lifestyle risk communication by Australian 
general practice nurses. Australian Journal of Primary Health.  
27(1), 30-35. doi.org/10.1071/PY20139 
Abstract 
Lifestyle risk factors are antecedents to many chronic diseases and are largely 
modifiable. Health professional support is often sought to reduce lifestyle risk. The 
ongoing relationship GPNs have with patients situates them well to provide this 
support. The aim of this paper is to explore the barriers and facilitators to lifestyle 
risk communication by RNs in Australian general practice. Fifteen GPNs from 
South-Eastern Australia participated in semi-structured interviews. Verbatim 
transcriptions of audio-recorded interviews were analysed using thematic analysis. 
Six themes emerged in terms of perceived barriers and facilitators: educational 
preparation and confidence; organisational and funding arrangements; lifestyle risk 
prioritisation; organisational support; autonomous roles; and supporting patients’ 
needs. While communication about lifestyle risk factors is within the GPNs’ scope 
of practice, concerted efforts fostering interdisciplinary collaboration, the 
prioritisation of time, funding and educational opportunities would better support 
this role, at the same time optimising CDM and patient outcomes. 
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Introduction 
General practice consultations are becoming more complex due to increases in 
chronic disease prevalence and multimorbidity45. This complexity creates a need 
for robust CDM activities such as health assessment, care planning and team care 
coordination45. While supportive policy and funding arrangements target the often-
complicated nature of CDM, it is recognised that funding models and clinicians 
could do more to reduce the burden of chronic disease31.  
Internationally, rates of chronic disease have increased244, with 42-60% of adults 
in the United Kingdom, United States and Australia having one or more chronic 
diseases281-283. Additionally, hypertension, overweight/obesity, and some cancers 
are often caused by lifestyle risk factors including smoking, inadequate nutrition, 
unsafe alcohol consumption and insufficient physical activity244. Strategies to 
facilitate risk reduction have significant potential to improve health, reducing health 
costs, increasing quality of life and enhancing productivity. 
To support patient prioritisation and commitment to lifestyle risk reduction, health 
professionals are involved in promoting and supporting lifestyle change. Strategies 
include interactional and technical elements such as relational and patient factors, 
nonverbal communication, and behaviour change techniques, including MI9,27,88,89. 
Conversations addressing lifestyle risk require time to build rapport, knowledge, 
confidence and skill on the part of the health professional27,85,284. GPNs are ideally 
placed to have conversations with patients about lifestyle risk due to their 
presence within the community and ongoing relationships with patients55.  
In Australia, GPNs are enrolled (diploma prepared) or registered (baccalaureate 
prepared or equivalent) nurses employed in general practice63. In response to 
supportive policy and funding arrangements the role of the Australian GPN has 
128
rapidly developed in the last two decades and involves activities including CDM, 
health promotion and disease prevention62. Government incentives aim to support 
enhanced and expanded roles for GPNs60. Despite block funding, the GPN role is 
constrained by a number of barriers, including workplace priorities, GPN retention, 
educational support and GPNs’ ability to work to full scope of practice73,91. This 
paper seeks to describe facilitators and barriers to one aspect of the GPN role, 
namely, lifestyle risk communication. While GPNs are effective in assisting 
patients in lifestyle risk reduction285,286, there is little research about GPNs’ 
experiences in providing this support, or whether these experiences resonate with 
barriers and facilitators of the broader role85.  
Methods 
Design 
This paper is part of a concurrent mixed methods project exploring GPNs’ 
perceptions of lifestyle risk communication through a combination of video 
observations and GPN interviews. Due to the large volume of data and their 
different foci, data has been reported in a series of publications. This paper reports 
the barriers and facilitators to lifestyle risk communication described by GPNs 
during the interviews. These interviews were undertaken using a qualitative 
descriptive methodology. Qualitative descriptive studies are exploratory and used 
to describe phenomenon not previously well understood 199.  
Participants and Recruitment 
A convenience sample of 15 RNs were recruited from CHN and SENSWPHN. 
RNs were selected as the focus of this study as they represent the majority of 
GPNs147. Recruitment occurred via phone, email, facsimile, social media and 
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What do you see as your role when discussing lifestyle risk with patients? 
What are some aspects of your role, which enable you to undertake discussions of lifestyle 
risk with patients? (What makes it easier for you to have conversations about lifestyle risk?) 
What are some aspects of your role, which are barriers for you to undertake discussions of 
lifestyle risk with patients? (What makes it hard for you to talk about lifestyle risk?) 
advertising through professional bodies, including the two PHNs and the APNA. 
The PhD candidate (SJ) also promoted the study at GPN education sessions.  
Prospective participants contacted the PhD candidate to receive further 
information if they were willing to participate. A mutually agreed time for data 
collection was organised between the PhD candidate, and GPN. Participants first 
took part in the video observation of CDM consultations. They were then asked if 
they would like to participate in the interview component. All GPNs who 
participated in the video observation phase agreed to participate in the interviews. 
Recruitment and data collection occurred between August 2017 and March 2018. 
Data Collection 
A semi-structured interview schedule was developed by the research team 
following a literature review85 (Figure 7.1). The research team consisted of a PhD 
candidate with clinical experience as a GPN and three doctorally prepared RNs 
with experience in both qualitative and primary care research. Interviews were 
conducted by the PhD candidate via telephone or face-to-face, depending on 
geographical location. Prompts were used to encourage participants to elaborate 
on responses. Interviews were audio-recorded and, after each interview, field 
notes were written to reflect on and describe data collection. Data saturation was 
thought to have occurred when no new themes emerged at 13 interviews. Two 
additional interviews were undertaken to ensure saturation was achieved. 
Figure 7.1 Examples of interview questions  
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Data Analysis 
Identifying data were removed from the transcripts before they were uploaded into 
NVivo Version 11207 for analysis. Thematic analysis was informed by the process 
described by Braun and Clarke107. This consisted of data familiarisation, code 
generation, theme collation, theme review, theme definition, and reporting107. 
Codes and themes were organised by the PhD candidate and confirmed by all 
authors. During analysis, comparisons were made between data and themes. 
Theme consensus was achieved through team discussion.  
Rigour 
The criteria outlined by Lincoln and Guba210 of credibility, transferability, 
dependability, confirmability, and authenticity were used to establish 
trustworthiness. Strategies to establish credibility included reaching data saturation 
and using verbatim transcriptions. Audio recordings were transcribed 
professionally, and accuracy was verified by comparing transcripts with 
recordings. Transferability was addressed through the recruitment of a 
representative sample of GPNs and data saturation. To ensure dependability 
during analysis and thematic development, the research team openly and regularly 
discussed their interpretations. These interpretations achieved confirmability from 
the literature and participant quotations. Lastly, authenticity was shown through 
ongoing field notes to support reflexivity. 
Ethical Considerations 
The UOW HREC (Approval No. 2016/381) gave approval to conduct the study. 
Participation in the study was voluntary. Each GPN signed a written consent form 
prior to data collection. To ensure anonymity, identifying data were removed and 




All 15 GPNs, employed in 14 general practices, who participated in the video 
observations were interviewed. Mean interview duration was 24.3 minutes (range 
16.3-36.0 minutes). All participants were female and had worked as a GPN for a 
mean of 7.4 years (Table 7.1). 
Table 7.1 GPN demographics 
Demographic Characteristic n % 
Age  Range: 25-66 years; Mean 43.4; SD 11.4 
21-30 years 2 13.3 
31-40 years 5 33.3 
41-50 years 4 26.7 
>51 years 4 26.7 
Professional status 
Country of Initial Registration  
Australia 12 80.0 
Other 3 20.0 
Highest nursing qualification 
Bachelor degree 8 53.3 
Masters Degree 3 20.0 
Graduate diploma 2 13.3 
Hospital certificate / Diploma 2 13.3 
Years working as an RN Range: 2-35 years; Mean 15.9; SD 9.3 
0-10 years 4 26.7 
11-20 years 8 53.3 
>21 years 3 20.0 
Years working as a GPN Range 1-18 Years; Mean 7.4; SD 5.2 
0-5 years 6 40.0 
6-10 years 6 40.0 
11-15 years 1 6.7 
16-20 years 2 13.3 
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Thematic structure 
When discussing ‘barriers’ to lifestyle risk communication, three themes emerged 
from the data, namely: educational preparation and confidence; organisational and 
funding arrangements; and lifestyle risk prioritisation. Similarly, three themes were 
emerged in relation to ‘facilitators’, namely: organisational support; autonomous 
roles; and supporting patients’ needs.  
Barriers to lifestyle risk communication 
Educational preparation and confidence 
Educational preparation, ongoing professional development and GPN confidence 
all impacted on the level of engagement participants described with lifestyle risk 
communication. Many participants expressed a desire to develop their role in this 
area of practice. 
 “Sometimes I feel like a bit of a fraud ... I feel like it’s going to be 
bigger than my scope, but I would like it to be my scope” (Pat). 
Differences in participants’ education type constrained their scope of practice and 
confidence in lifestyle risk communication. Some participants had covered aspects 
of lifestyle risk reduction as part of their own professional development such as 
“diabetes training and spirometry training and asthma training” (Stevie). However, 
most described limited specific education in lifestyle risk reduction and 
communication strategies, with some relying on past knowledge and experience.  
“Sometimes in my head, I'm thinking oh crap, what am I going to do, 
how am I going to help you fix this, but I don’t really feel like I have the 
education, or I don’t have the knowledge to back that up” (Pat). 
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For some this lack of confidence in their knowledge meant that they would 
sometimes not engage in conversations.  
“I perhaps sometimes feel like maybe I don’t have the right information 
for them, or that some information has changed over the years, since 
doing - I might have done diabetes education 10 years ago... I don’t 
think there’s that many vast changes, but I guess, maybe, that I don’t 
know everything, and I don’t want to tell the patient the wrong thing, so 
maybe I won’t say anything at all” (Annie). 
Participants wanted accessible education but factors such as changes in primary 
health care organisations, workplace priorities, time, location, remuneration, “the 
costs involved and being away from family” (Nancy) impacted on this.  
 “We're not given a lot of education now, we do a lot of stuff online. We 
don't have a lot organised in this area anymore. ...because it's a wider 
area they're [the primary health network] looking after now” (Diana). 
 “They would be good to attend, but who’s got time for that stuff. 
[Laughs]..... I mean, I’m busy already. But you know, like if we got paid 
to go to these things ....” (Gloria). 
Organisational and funding arrangements 
Workplace organisation, time, and targeted billing arrangements were described 
as constraining the prioritisation of lifestyle risk communication. “Feeling that you 
have to see as many patients as you possibly can” (Susan) was a barrier to GPNs 
discussing lifestyle risk with patients. 
“if I was allocated more time, I probably would consciously dedicate 
more time to that education component. At the moment, I feel like .... 
my role is to do the assessment, .... and shove them up to the doctor” 
(Annie). 
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“We are looking to have a more secluded setting, so there's less 
interruptions and distractions, which can be off putting for the nurse, as 
well as the patient” (Susan). 
Despite practices receiving government block financial incentives for GPN 
services, most lifestyle risk discussions regarding GPNs’ time were related to 
billing and the need to involve GPs to meet criteria for Medicare reimbursement.  
 “.....to have these conversations with patients, for the practice to pay 
me to sit and do my job, the GP has to be involved. ….. So funding is a 
major barrier” (Chrissie). 
However, some participants and practices showed initiative by regularly 
incorporating lifestyle risk discussions within consultations, despite funding 
constraints. 
“We don't get any billing for it [lifestyle risk communication]. That 
means that we have to invent ways of getting around that to prove that 
it's important” (Bonnie). 
“.....if they just see the nurse, is 10997 [item number], and then if we try and 
take an ECG and an ABI, incorporate it [lifestyle risk communication] for the 
index, and so we can bill those, because they have their own item number. If 
we see a patient for a COPD review, we always do a spirometry or an 
asthma review, ..... and talk about their, like potential to quit smoking, or 
reduce their smoking” (Chrissie). 
Lifestyle risk prioritisation 
Rather than routinely discussing lifestyle risk prevention or reduction, the GPNs’ 
perceived relevance for discussing lifestyle risk was influenced by the prioritisation 
of this compared with other clinical tasks.  
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 “Usually what I say is that we go through height, weight, blood 
pressure, sort of your physical measurements. Then we talk mostly 
about diet and exercise, a little bit of alcohol and smoking if they're 
relevant. That's probably it” (Bonnie). 
“A lot of people I think… I haven't got time for that [lifestyle risk 
communication]. ........ They think it's not as important. They don't 
prioritise it as much as direct clinical care” (Stevie). 
Participants also spoke about how patient factors such as “health literacy” (Joan) 
and patients’ life or medical stressors impacted on the perceived prioritisation of 
lifestyle risk reduction.  
“.... sometimes their life is really, really hard and they can't - they 
actually - it's too much to ask to even cook one meal.... it can be seen 
as silly or trivial to be talking to somebody about that when they’ve got 
homelessness or they've got - there's bigger issues for them right now”  
(Tina). 
Facilitators to lifestyle risk communication 
Organisational support 
Some participants perceived that opportunistic discussions, as part of other 
initiatives targeting patients at risk, were beneficial for conversations about lifestyle 
risk reduction.  
“....so a lot of it is opportunistic, so it might not be at the time of the review or 
the renewal period, but when they pop in for a vaccination or something, you 
normally might get five, 10 minutes where you can just say, hey, how's that 
going?” (Susan) 
There was evidence that some practices valued GPNs’ role in lifestyle risk 
communication by ensuring resources, support and appropriate time allocation. 
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This included GP and administrative support through the provision of a private 
consultation space, reminders and facilitation of GPN appointments.  
 “Having the time, having GP respect, that you can work autonomously, 
and they're not going to come in and contradict you. Their confidence 
in my abilities is quite good as well, so they're enablers. Them coming 
into the room is an enabler. Having a consult room of its own, where I 
don't have to move around, is an enabler” (Joan). 
The general practice team’s collaboration and support was seen as necessary to 
encourage and reinforce GPNs’ roles in lifestyle risk communication. This seemed 
to take place within practices during or between consults or team meetings. 
“So the GPs have to be on board with it … it's one thing for the nurses 
to sit and do all of this, but the GP kind of needs to be signing off on 
everything, and working with the nurse. Because often a patient may 
say that they don't want to have a talk to the nurse about lifestyle risk, 
but if the GP said that it was a good idea, then they might do it. Having 
your reception team on board too” (Chrissie). 
 “I mean, at the practice here we do have lots of communication with 
the doctors and the nurses. So every morning there's a morning 
meeting and that's often a big part of planning our day.” (Tina) 
Autonomous roles 
Some participants valued their role as educators and knowledge facilitators “to try 
to identify where there's gaps in their [patients’] knowledge and then to let them 
know what we know as health professionals to assist patients in lifestyle risk 
reduction” (Kate). These GPNs had worked to enhance their education, 
experience, confidence and accountability, developing more autonomous roles to 
effectively facilitate discussions with patients about lifestyle risk reduction. 
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 “...it's more nurse-led, which means it's really important that we can 
give that advice on the day accurately, properly. ……Can't rely on just 
going oh, the doctor, talk with them about this.... So a bit more 
responsibility and accountability and planning… Because the 
autonomy of that has been really useful, it's made us all become more 
confident in what we're saying and know what we're saying” (Bonnie). 
Supporting patients’ needs 
Gaining insight into what patients’ “main concerns are with their health ...what is 
concerning them the most, and what they feel they might like to change” (Pat) 
informed GPNs’ prioritisation of referrals and navigation of care needs. This, in 
turn, was seen to facilitate patients’ functional needs, supporting lifestyle risk 
reduction.  
 “.... we’ll get requests from say the GP, I need this person to go to 
exercise physiology, needs to get more active, and the person will say 
but I need to go to the podiatrist, my feet are so bad I can't walk about 
too much, that's more important to me...... We’ll get their feet right, then 
they can go and start on their exercises...” (Kim). 
Discussion 
This study highlights the barriers and facilitators that may impact the GPNs’ 
lifestyle risk communication with patients. A lack of educational preparation and 
confidence, organisational and funding arrangements, and lifestyle risk 
prioritisation were all identified as barriers to the participating GPNs’ 
communication with patients about lifestyle risk. However, organisational support, 
autonomous roles and understanding what patients identified as needs were all 
seen to facilitate the GPNs’ discussion of lifestyle risk. Understanding these issues 
is important to inform strategies facilitating GPNs’ to work to the extent of the RN 
scope of practice around lifestyle risk communication. Optimising the facilitators 
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and addressing the barriers highlighted in this study has the potential to enhance 
the GPN role and contribute to better lifestyle risk reduction in general practice. 
Ensuring access to professional development opportunities to enhance effective 
communication techniques is required for GPNs’ role development, confidence 
and to support patient willingness for lifestyle risk reduction88,89,287,288. In this study, 
many participants identified a lack of recent professional development relating to 
the content and communication of lifestyle risk conversations. However, 
communicating lifestyle risk is often opportunistic, where current knowledge, 
effective communication skills and experience are required for a GPNs’ self-
efficacy in supporting behaviour change89,288. It is important that GPNs take 
responsibility for undertaking appropriate professional development to ensure that 
they are well prepared for all aspects of their practice. Previous research indicates 
that GPN professional development is largely provided on an ad hoc online or 
short course basis62. Additionally, professional development that supports 
tasks that provide practice remuneration such as immunisations and diabetes 
care, are often seen as being of higher priority than communicating lifestyle 
risk62. Addressing participants’ concerns about professional development 
requires GPN, workplace and education provider prioritisation of professional 
development needs. It also requires that the costs of, access to, and 
GPNs’ needs, including caring responsibilities, to be considered63. 
Despite existing funding mechanisms, workplace organisation enabled some GPN 
participants to work autonomously. Similar to the broader literature about the role, 
most participants perceived that their role and scope of practice in lifestyle risk 
communication was influenced by GPs and practice organisations27,62,99,120. 
Concerns about effectively utilising GPNs to their full scope of practice are not 
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new62,73. Health promotion and preventive care form part of the GPN role, where 
discussions relating to lifestyle risk can be incorporated into many aspects of 
care85. To improve and facilitate opportunities for lifestyle risk discussions, the 
GPNs’ scope of practice needs to be better understood and supported by all 
stakeholders62.  
Most GPNs reported undertaking opportunistic, rather than prioritised discussion 
about lifestyle risk, indicating that more could be done to prioritise this at the 
practice level. However, engaging patients in decision making about their health is 
more difficult for those who are vulnerable, unwell, have poor health literacy, or 
little means to improve their health246. Participants in this study acknowledged that 
other life stressors, such as homelessness or food security, may be of greater 
concern for patients than addressing lifestyle risk factors. Willingness and funding 
support is needed to ensure the appropriate allocation of GPN time and 
interventions necessary to support patient needs. Supporting therapeutic 
relationships through patient-centred communication techniques such as listening 
and trusting patient self-knowledge enables people to manage their health and 
readiness for lifestyle change in line with their unique needs at that time27,70. 
Findings from this study highlight that collaborative workplace relationships 
supported lifestyle risk communication. This confirms previous findings that 
opportunities such as team meetings, cooperation between GPNs and allied 
health providers, GP and administrative support, non-hierarchical workplaces, and 
regular structured communication can enhance care quality, including lifestyle risk 
reduction discussions99,280. Effective collaboration between providers in lifestyle 
risk reduction can be linked to improvements in patient outcomes, organisational 
culture and cost benefits289. 
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Limitations 
As interview participants were drawn from GPNs who had participated in the initial 
video observation, this may have precluded some GPNs from taking part if they 
did not wish to be video recorded in their practice. It is also possible that only 
GPNs from practices receptive to research and preventive models of care were 
willing to participate. While this study provides a unique picture of the barriers and 
facilitators to supporting lifestyle risk communication as perceived by GPNs, future 
research should consider patients’ perspectives and further explore GPN 
education and professional development in lifestyle risk communication, behaviour 
change and supporting patient health literacy. 
Conclusion 
Communicating with patients about lifestyle risk reduction is a key aspect of the 
GPNs’ role in health promotion and CDM. However, the barriers of competing 
clinical demands, professional development and organisational support have been 
highlighted in this study. These barriers provide insight into areas that need to be 
addressed at a practice and policy level if the full value of the GPN role is to be 
realised. Additionally, addressing current funding mechanisms supporting and 
facilitating autonomous GPN roles in communicating lifestyle risk has the potential 




















Chapter Introduction  
This concluding chapter integrates findings from across the doctoral project and 
showcases the new knowledge that has emerged. New knowledge has been 
generated in relation to understanding GPN-patient communication behaviours 
and techniques88,89, GPN interactional approaches27, and barriers and facilitators 
to discussing lifestyle risk with patients in general practice26. Within this chapter 
these key findings are integrated and contextualised in relation to the existing 
literature. The clinical, educational, and policy implications of the findings are also 
discussed. Additionally, the chapter describes the strengths and limitations of this 
project and identifies future research opportunities.  
Integration 
Table 8.1 presents joint displays as a visual representation of the qualitative and 
quantitative findings from this project and their inter-relationships290. Mixed 
methods inferences relate to the interpretation of relationships between the 
qualitative and quantitative outcomes found in the project291. Meta inferences, 
conclusions from the integration of inferences292, around ‘complementarity’ are 
also shown where inferences from the quantitative and qualitative data are not the 
same but provide a more complete picture of the new knowledge that has 
emerged293. Finally, the interpretation of findings is brought together using a 

























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Key findings from this project relate to GPN strategies when communicating 
lifestyle risk, professional development, and the organisational and funding needs.  
1. GPN Strategies when Communicating Lifestyle Risk 
The video observation and qualitative content analysis (Study 1) have provided 
new knowledge around verbal and nonverbal approaches to communicating 
lifestyle risk in GPN consultations88,89. Impacted by knowledge, skills, and 
organisational and policy arrangements, these communication strategies often 
occurred opportunistically, rather than as an intended and systematic inclusion 
within usual clinical practice. Organisational support and prioritisation for GPN skill 
development and lifestyle risk communication is needed. In this way, support of 
GPN knowledge and skills development would promote the incorporation of 
lifestyle risk communication into all aspects of general practice nursing care.  
Patient satisfaction with health education is linked to medical knowledge and 
communication skills295. However, a reactive approach to behaviour change 
focuses on the disease process, whereby the health professional assumes the role 
of the expert296. Offering general advice or applying pressure on patients to 
change their behaviours can negatively impact the GPN-patient relationship297. 
Patient empowerment is needed to support decision-making, where proactive and 
collaborative lifestyle risk discussions consider the interrelationship between 
patients’ social determinants of health, social changes and chronic disease296,298. 
This includes discussions about prevention aimed at decreasing the risk of chronic 
disease, and consideration of the patient’s environment, emotional triggers, 
employment status, physical capacity, age, gender, psychological health, culture, 
socioeconomic capacity and health literacy298-303. 
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Patients also need support to develop strategies to start and sustain behaviour 
change, particularly at key points of life change such as changing jobs, having a 
family, and in retirement298. Achieving this requires clear and tailored supportive 
discussions with health professionals about how lifestyle change can be achieved, 
incorporating considerations around culture, social supports, and family 
routines298,299. Where support for lifestyle risk reduction is inadequate, trust in the 
therapeutic relationship can be eroded297. GPNs require strategies to inform the 
way in which they initiate these discussions, including techniques supportive of the 
communication of risk, motivation, shared decision-making, and patient-led 
goals297,299,303. When these communication approaches are routinely incorporated 
into practice, communication around lifestyle risk becomes more comfortable and 
effective254,304.  
Assisting patient ‘readiness’ for behaviour change requires applied knowledge of 
communication strategies to support patient decision-making89. While 
communication techniques, including MI, are viewed positively by GPNs, the 
routine incorporation of these techniques into practice can be problematic if not 
managed carefully81. Therapeutic outcomes, such as patient enablement, self-
management and behaviour change, are influenced by GPNs’ attitudes, level of 
autonomy, and scope of practice, as well as patient satisfaction, psychological 
health and wellbeing, and time with the nurse73,305,306. Optimising these factors can 
facilitate GPNs’ use of effective lifestyle risk reduction techniques with patients. 
2. GPN Professional Development Needs 
This project has revealed new insights about GPN professional development 
needs to support communicating with patients about lifestyle risk and behaviour 
change. These needs fall within both undergraduate and postgraduate education, 
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as well as CPD, that targets national health priorities. The orientation of nursing 
education needs to reflect population health needs and national health policy307. 
This includes the National Strategic Framework for Chronic Conditions308 and 
Australia’s Long-term National Health Plan309, which advocate for the 
strengthening of PHC services to prevent and manage the increasing number of 
Australians with comorbidities.  
Routine use of opportunistic communication about health promotion and illness 
prevention necessitates skill development at both undergraduate and post-
graduate levels54,65,116,304. The variability in PHC emphasis within undergraduate 
nursing curricula and between tertiary institutions means that health promotion, 
patient self-management and the care of chronic disease is not a significant or 
consistent part of undergraduate nursing curricula in many universities307,310,311. 
Additionally, specific post-graduate PHC or communication education and training 
are not a prerequisite for GPN employment or for roles that focus on lifestyle risk 
assessment and management62.  
Issues affecting the inclusion of PHC in undergraduate nursing education are 
multifactorial and impact on student preparation for employment in the sector312. 
The acute care focus and dominant medical model of PHC, coupled with a lack of 
PHC-prepared academics, exacerbate gaps in student learning307,310,312. Clinical 
and theoretical exposure to PHC within undergraduate curriculum supports 
student interest to work in PHC312. However, the quality of clinical placement 
experiences for undergraduate nurses in general practice needs to be improved to 
ensure skill development313.  
Undergraduate preparation in communication skills largely focuses on foundational 
topics and skills such as clinical handover, de-escalation strategies, professional 
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language and interprofessional communication314-316. While these are important 
areas of learning they often do not extend to the higher-level skills around verbal 
and nonverbal communication for health promotion and illness prevention that are 
vital to the nursing role in PHC settings. Learning person-centred, collaborative 
and advanced communication techniques, such as MI, at an undergraduate level 
is feasible85,317,318. However, little is known about how undergraduate nurses learn 
or use MI in clinical practice318.  
Educational outcomes also need to contain culturally appropriate communication 
skills for interviewing to elicit patients’ feelings, concerns, social situation and 
behaviours319. This includes helping patients to develop coping skills for managing 
chronic disease, goal setting for behaviour change, self-management, 
environmental modification, reinforcing behaviours, and social support319. These 
skills will not only prepare undergraduate nurses for PHC employment but for 
practice in any setting where behaviour change is discussed with patients.  
Following graduation, RNs in Australia are required to complete 20 hours of CPD 
annually. Professional development activities for GPNs are generally delivered 
online or as short courses with little peer review62,320. The availability of other 
educational opportunities for nurses new to general practice in Australia, such as 
transition to practice programs, is variable307,321,322. Additionally, there is a limited 
nursing career structure in general practice, where GPNs often work in small 
teams or often feel isolated from their peers, thereby limiting access to a preceptor 
or mentor to support GPN clinical skill developemnt323.  
Compared with the ongoing educational programs and regular in-service training 
offered in acute care facilities, CPD for GPNs is ad hoc and reliant on the 
individual nurse to source and engage with259,320. GPNs, and often their GP 
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employers, also perceive that topic areas related to specific clinical skills and 
practice remuneration like wound care, diabetes and immunisations are of higher 
priority than skills such as communication, counselling or health promotion62,259,324. 
While clinical skills are important, ongoing formal educational opportunities, such 
as post-graduate qualifications, developing leadership skills, evidence-based 
practice, evaluation, communication, teamwork and problem solving are also 
important325. These skills support a nurses’ ability to change practice325, including 
the prioritisation of lifestyle risk communication within consultations. 
Similar to previous research findings, GPNs who participated in this study 
indicated that competing caring responsibilities as well as changes in how general 
practice support organisations, such as PHNs, are arranged impacted training 
availability and engagement26,259. Ongoing, structured GPN CPD and feedback 
related to lifestyle risk communication in clinical practice is necessary to maintain 
proficiency116. To achieve this, there is potential for further collaboration between 
curriculum accreditation bodies (Australian Health Practitioner Regulation Agency, 
Nurses and Midwifery Board of Australia), PHC organisations (PHNs) and 
professional bodies (such as the Australian Primary Health Care Nurses’ 
Association, and the Australian College of Nursing), and education providers to 
develop the consistency and continuity needed for PHC nursing and 
multidisciplinary education312,326,327. Fostering GPN engagement in CPD and post-
graduate studies requires workplaces, professional bodies and educational 
providers to do more in supporting GPNs through training costs or scholarships, 
study leave, flexible study arrangements, computer access, support from mentors 
or colleagues, and increased remuneration to recognise additional skills and 
training63,259,328.  
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3. Organisational Support and Funding Needs 
The significant impact of funding and organisational factors on the GPN role is not 
new97. It has been well recognised that GPN roles are impacted by funding 
mechanisms which dictate organisational priorities, as well as GPN professional 
development support, retention, and ability to work to their full scope of practice97. 
This project adds new knowledge by identifying organisational support and funding 
needs relating specifically to GPN lifestyle risk communication.  
Multidisciplinary collaborative practice for lifestyle risk reduction, including effective 
communication processes and support staff availability, is needed to support 
patient self-management329-331. A collaborative approach to disease prevention 
between health professionals is preferred by patients and health care providers 
alike303,330,332. However, improved access to health professionals, CPD and non-
hierarchical workplaces are also needed to support collaboration and patient care 
in lifestyle risk reduction57,303,324.  
Improvements in the understanding of the GPNs’ role, scope of practice and team 
functioning are needed to support collaboration and patient care in lifestyle risk 
reduction26,62,329,333. While some workplaces in this study enabled GPN 
participants to work autonomously in lifestyle risk reduction, other GPN 
participants perceived their role and ability to work to their full scope of practice 
was influenced by workplace organisation and individual general practitioners26. 
Improved interprofessional collaboration could support the mutual understanding 
of GPN roles and scope of practice26, thus promoting optimal utilisation of GPNs to 
the full extent of their knowledge and skills. Organisational strategies supporting 
GPN professional autonomy and shared governance, are needed for GPN 
retention, recruitment and fostering of lifestyle risk reduction interventions26,334. 
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Limited understanding of the GPN role by GPs40 and patients263 has previously 
been identified73. Lack of role clarity can undermine care and create a sense of 
disempowerment for patients and GPNs335. A proactive approach to discussing the 
GPNs’ role in communicating with patients about lifestyle risk reduction is 
needed26,27. Role recognition is important in supporting nurse retention336. Media 
campaigns asserting the value of the GPNs’ knowledge and experience fosters 
confidence about the role337. This could be done proactively by GPNs and primary 
care teams, via practice based promotion27, or more widely through PHNs and 
industry partners. Additionally, individual GPNs need to be empowered to clearly 
articulate their role and contribution to care, to other health professionals, patients 
and community members. 
The increasing burden of disease and poor uptake of prevention strategies means 
that general practice needs to find ways to manage both treatment and 
prevention338. Patients perceive that health professionals focus on treating 
presenting problems rather than undertaking health promotion activities297,302. 
Similar to other nursing literature about the GPN role73,91,117, GPNs who 
participated in this study perceived that prioritised time for lifestyle risk discussions 
was related to funding, GP attitudes and workload26. While time constraints are 
problematic in primary care and can affect therapeutic relationships73, literature 
indicates that nurses have more time than doctors during consultations in primary 
care112,225. Other tasks that directly generate revenue for the practice often take 
priority97,324. Organisational and funding support is needed to prioritise time to be 
spent on lifestyle risk communication within usual care26. For example, longer 
discussions about weight have weight-related outcomes, provided the patient is 
given time to have these discussions339. Funding GPNs to prioritise discussions 
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about preventing chronic disease would present a cost-effective way to achieve 
this, and at the same time support patients’ needs.  
Implications 
Due to the nature of referrals, structure and billing for GPN consultations, 
discussions about lifestyle risk between GPNs and patients are often opportunistic 
or follow chronic disease diagnosis27. Most GPN consultations involve GP input26, 
including the ‘once off’ 45-49 year preventive health assessment for those at risk 
of developing chronic disease340. Patients perceive that consultations with GPs 
have time pressures, can be costly, and focus on meeting acute care needs rather 
than understanding what tailored preventative interventions are required302,341. To 
meet patient demand, more could be done at the GPN, practice and policy levels 
to prioritise lifestyle risk reduction discussions and prevent chronic disease 
through enhanced utilisation of the GPN role26. However, some general practices 
and GPNs who participated in this study were better placed than others to 
prioritise and support lifestyle risk discussions with patients by leveraging a 
combination of strategies. This included government funding schemes, resources, 
time allocation, administrative support, general practice team collaboration and 
autonomous roles for GPNs26,27.  
Funding and policy vulnerability in supporting the GPN role in lifestyle risk 
reduction has been particularly exposed during COVID-19342. Societal change, 
such as that which occurs during a pandemic, brings risks from unhealthy diets 
and sedentary lifestyles343. Additionally, to reduce face-to-face contact, patients 
were not routinely accessing or able to access CDM consultations during the 
pandemic342. GPNs are ideally placed to provide this opportunistic preventative 
care85, but delayed government support for Medicare GPN CDM telehealth item 
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numbers344 as well as reduced patient throughput and referral to GPNs within 
practices342 has resulted in even further reductions in opportunities for lifestyle risk 
communication in Australian general practices during the pandemic.  
GPN interventions related to lifestyle risk reduction are effective, acceptable, 
sustainable, feasible and cost-effective66,68,98, However, GPN prioritisation and 
confidence in communicating lifestyle risk reduction needs to be addressed26,27. 
Variation in educational preparation and CPD of GPNs constrains practice and 
requires GPNs, general practices and educational providers to support GPNs’ 
professional development activities. The educational preparation of RNs about 
communicating lifestyle risk has implications for GPNs’ capacity to work to their full 
scope of practice to prevent chronic disease and improve its management26. 
Encouragement to engage in professional development activities could involve 
changes to leave entitlements, course funding, enhanced remuneration and 
support for workplace in-services and clinical skill development in practice.  
Recommendations for Clinical Practice 
GPN responsibilities exist relating to health promotion, preventive care and CPD to 
support patient outcomes65,320. This includes, prioritising lifestyle risk reduction, 
communication, education and discussions within consultations26. Within the 
general practice team, collaborative, non-hierarchical, and practice-based 
initiatives supporting communicating lifestyle risk are also needed26. These 
initiatives include support staff availability, time allocation, organisational 
prioritisation of lifestyle risk communication and privacy for lifestyle risk 
discussions to occur27. Additionally, enhanced visibility and promotion of GPNs’ 
role in CDM and lifestyle risk communication is necessary to support collaborative 
practice, as well as public understanding of the GPN role26.  
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Recommendations for Nursing Education 
Educational recommendations relate to strategies for fostering and prioritising 
nonverbal, interactional and verbal approaches in lifestyle risk communication. 
Interprofessional, collaborative and communication-based educational approaches 
are recommended to support lifestyle risk communication, in an ongoing, effective 
and evidence-based way26. However, workforce conditions, including 
remuneration, are ongoing issues in this workforce with few having access to any 
professional education allowance63. These issues need to be addressed to 
maintain a highly skilled workforce and promote optimal patient outcomes.  
At an undergraduate level, education about person-centred communication and 
collaborative approaches to CDM are needed to foster team based approaches to 
patient care85,317. Advanced skills fostering behaviour change, such as MI, are 
possible within an undergraduate nursing education, where effective feedback can 
be given318. Similarly, postgraduate education for GPNs is essential to facilitate the 
development of higher order skills including advanced communication techniques, 
teamwork and problem solving325. However, academic preparation, mentoring and 
peer review are needed to support and embed communication skills116. These 
leadership skills are needed not only to support patient outcomes but in the 
negotiation of GPN roles and workplace conditions63,325. CPD provides 
opportunities for GPNs to develop skills in specific, evidence-based 
communication techniques that they embed in their usual practice, as well as the 
opportunity to be mentored or mentor others. The nature of GPN professional 
development related to communicating lifestyle risk needs to be structured and 
prioritised through supported time, funding and consideration of personal 
circumstances26,62.  
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Recommendations for Policy 
Policy and funding arrangements that recognise autonomous GPN roles, such as 
communicating lifestyle risk reduction, are needed to address patient need and 
outcomes in primary care26. GPN, practice and patient factors determine and 
constrain the prioritisation of GPN-patient lifestyle risk discussions within existing 
funding mechanisms26,27. Arrangements in funding and policy that include GPNs in 
team-based approaches to preventive care and CDM would foster GPNs’ role in 
multidisciplinary and collaborative approaches to lifestyle risk communication26.  
Current and future directions for the GPN role in lifestyle reduction activities could 
include federal block-funded initiatives such as nurse clinics, through to the 
Building Nurse Capacity project, and the trial of Health Care Homes345,346. The 
Australian College of Nursing347 has also advocated for the introduction of 
Medicare item numbers for RNs employed in general practice based on 
consultation length rather than clinical task. This funding model would free nurses 
from being tied to other health professional to generate a Medicare rebate and 
acknowledge them as registered health professionals in the same way as 
registered allied health professionals. However, block funding arrangements and 
RN item numbers require GPNs to take responsibility for their role and advocate to 
work to their full scope of practice347,348. This includes GPNs proactively 
undertaking lifestyle risk prevention discussions26.  
Recommendations for Future Research 
There is little research about how nurses’ communication skills are developed as 
part of undergraduate or postgraduate curricula, and continuing professional 
development62,318. Both verbal and nonverbal components of communication are 
important aspects of nursing care27,88,89. Understanding how these skills are 
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incorporated within curricula and professional development activities, as well as 
translated into a nurses’ clinical practice, can be used to improve nursing 
education, GPN practice and the quality of patient care.  
Future research should seek to understand the impact of general practice 
business models and geographical location on communicating about lifestyle risk. 
Additionally, GPN-patient communication of lifestyle risk could explore patient 
communication strategies89. This could include patients’ perceptions of 
discussions and their content. Research evaluating patient outcomes, such as 
health literacy, behaviour change and enablement, following GPN-patient lifestyle 
risk communication interventions, would assist in understanding the effectiveness 
of GPN interventions, and of professional development activities89.  
Investigating communication strategies used in shorter or alternative types of 
GPN-patient consultations could also be undertaken. This research could include 
nurse-led models of care, care within broader reforms to general practice such as 
Health Care Homes, or other consultations types where opportunistic interventions 
in lifestyle risk reduction may occur, such as brief interventions around smoking 
cessation during influenza immunisation appointments. Additionally, given recent 
changes in the funding of telehealth consultations during COVID-19349, 
interactions supporting lifestyle risk reduction during these consultations could also 
be explored. Patient outcomes as a result of GPN communication strategies, such 
as reduction in lifestyle risk factors, could also be examined in future research. 
People of social disadvantage are at increased risk of developing chronic 
disease350. Whilst the impact of SDoH on lifestyle risk communication was 
mentioned by participants in this study, it was not clear how patient needs, such as 
health care access and literacy, were being met. Future research related to 
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lifestyle risk communication needs to examine alternative models of nursing care 
and how nursing strategies considering the SDoH, support lifestyle risk. 
Strengths and Limitations of the Project 
The mixed methods approach used in this project allowed exploration of lifestyle 
risk communication through quantitative as well as qualitative methods. This 
allowed the limitations of one method to be offset by the strengths of the other83. 
Analysis of video data was optimised through the combination of quantitative 
analysis of nonverbal interactions and qualitative analysis of verbal communication 
techniques. Interviews with GPNs provided an exploration of their experiences of 
undertaking lifestyle risk communication with patients.  
The researcher’s experience as a GPN informed the project design and clinical 
applicability. This was seen as a strength by informing video hardware selection 
suitable to research aims and the clinical environment. Any concerns over bias 
were mitigated through reflexivity and discussion amongst the research team. 
Dissemination of project findings occurred through publications, conference 
proceedings and social media targeting clinicians, educators, PHNs, general 
practitioners and policy makers. By achieving the project aim and disseminating 
findings to key stakeholders, these findings have provided a lens through which 
GPN clinical care and capacity, as well as patient outcomes can be improved.  
While all GPN participants were female and RNs, this is largely representative of 
the GPN workforce147. It is not clear how enrolled nurses, nurse practitioners or 
male nurses engage in lifestyle risk communication and whether this is different to 
the participants of this study. Additionally, the patients and GPNs in this study 
were recruited from rural, regional and metropolitan areas; and GPNs were 
employed in both small businesses and corporate chain practices. It is not clear 
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whether business type or geographical location impacted on the findings. As the 
GPN perspective was the focus of the project, insight into patients’ perspectives of 
lifestyle risk communication with GPNs was not examined. Further exploration of 
patient perspectives would provide important additional insight into the research 
problem. 
As has occurred in previous studies, the hierarchical nature of general practice 
meant there were difficulties in accessing GPNs and patients to participate170. This 
meant that participant recruitment for the project was often through the practice 
manager, practice principal or board, treating practitioner and potentially the nurse 
manager87. However, despite the modest sample size, the project yielded large 
amounts of data and saturation was reached with both video and interview data.  
It is possible that only those GPNs who were willing to be video-recorded, as well 
as those employed in practices engaged in preventive care were more willing and 
confident to participate. To mitigate this, the PhD candidate used their experience 
as a GPN to recruit GPNs through careful explanation about the project and any 
privacy or confidentiality concerns they may have87. There was also potential for 
GPNs to only recruit patients they perceived to be willing participants for the 
project87. The potential risk for patient selection bias was minimised by the 
recruitment of 2-4 consecutive patients presenting for CDM consultations87. 
Conclusion 
This project has provided new knowledge about the perceptions of and 
approaches used for lifestyle risk communication by Australian GPNs. To ensure 
optimal patient outcomes and clinical expertise in this integral aspect of the GPN 
role, three key findings have emerged. Firstly, there is a need to leverage and 
develop GPN strategies in lifestyle risk communication and incorporate these into 
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all aspects of care. Secondly, supporting the professional development of GPNs in 
communicating lifestyle risk needs to occur through the ongoing and effective 
undergraduate, postgraduate education and CPD of GPNs. Finally, improvement 
of the organisational and funding supports for GPN-patient communication about 
lifestyle risk is required. 
Developing and maximising GPN strengths in convergent accommodation, content 
and relational communication skills for lifestyle risk communication would support 
GPN and patient needs. These strategies can be achieved through CPD, provided 
that ongoing and effective training meets the needs of GPNs and considers issues 
such as caring responsibilities and supported time for attendance. Current 
organisational support for the GPN role in communicating lifestyle risk is 
inconsistent and reliant on practice-based priorities and funding. Funding 
mechanisms are needed that support autonomous roles for GPNs to be supported 
to work to their full scope of practice and optimise their scope of practice. The 
insights provided by this project identify the current practice around lifestyle risk 
reduction communication between GPNs and patients. Using this knowledge to 
enhance the GPN role in this area has the potential to positively impact lifestyle 
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a b s t r a c t
Background: The growth of the general practice nursing workforce, has created opportunities to enhance
activities aimed at lifestyle change to optimise health and reduce risk. While health status and risk
levels are amenable to behaviour change, a number of complex interrelated factors influence the gen-
eral practice nurses’ (GPN) role, often resulting in the underutilisation of nurses. This can limit their
capacity to respond to patients’ needs, including communication regarding lifestyle risk factors and their
chronic health conditions. Understanding GPNs’ views on lifestyle risk communication and factors influ-
encing this can inform improvement in chronic disease management and effectiveness of lifestyle risk
communication by GPNs.
Aim: To review the literature examining the experiences and perspectives of GPNs regarding communi-
cation with patients about lifestyle risk factors.
Method: An integrative literature review was conducted using the methods of Whittemore and Knafl
(2005). CINAHL, Scopus, MEDLINE, Cochrane Library and Joanna Briggs Institute of Systematic Reviews
were searched for articles published in English from January 2006–October 2016. Peer-reviewed papers
reporting primary research which focussed on GPNs’ perceptions, attitudes, experiences and/or per-
spectives of lifestyle risk communication with adults were included. Included papers were assessed for
methodological quality and findings extracted for thematic analysis.
Results: Fifteen articles were included, yielding four themes; GPNs’ views of the nurse-patient relation-
ship, motivational interviewing (MI), barriers to practice, and role parameters. Data revealed GPNs’ needs
relating to role clarity, maintenance of therapeutic relationships, as well as organisational, government
policy and technique support.
Conclusion: GPNs are increasingly managing and coordinating care for people with, or at risk of, chronic
disease. Lifestyle risk counselling effectively supports chronic disease management and lifestyle risk
reduction. This review synthesises GPNs’ current experiences and perspectives of lifestyle risk commu-
nication, as well as highlighting additional research needs.
© 2018 Australian College of Nursing Ltd. Published by Elsevier Ltd.
1. Introduction
Modifiable lifestyle risk behaviours such as smoking, unhealthy
diet, harmful alcohol intake and inadequate physical activity sig-
nificantly contribute to an increased prevalence of chronic disease
∗ Corresponding author at: School of Nursing, University of Wollongong, Auckland
St., Bega, NSW 2550, Australia.
E-mail addresses: sjames@uow.edu.au (S. James), ehalcomb@uow.edu.au
(E. Halcomb), Jane.Desborough@anu.edu.au (J. Desborough),
smcinnes@uow.edu.au (S. McInnes).
(World Health Organization, 2017). Internationally, funding and
government policy inadequacies are reflected in lifestyle risk fac-
tor increases (World Health Organization, 2017). For example,
rapid unplanned urbanisation and the globalisation of unhealthy
lifestyles can foster conditions such as obesity (World Health
Organization, 2017). The World Health Organization (2017) reports
that each year 4.9 million people die from tobacco use, 2.6 million
die from being overweight or obese, 1.9 million die due to physical
inactivity, 7.1 million die as a result of raised blood pressure and
4.4 million people die secondary to high cholesterol levels.
A reduction in lifestyle risk behaviours can delay the onset of
chronic disease and assist those with chronic disease to optimise
their health. Achieving behavioural change is a complex process
that often requires both patient commitment to change and health
https://doi.org/10.1016/j.colegn.2018.03.006
1322-7696/© 2018 Australian College of Nursing Ltd. Published by Elsevier Ltd.
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Summary of relevance
Problem
An increasing GPN workforce and chronic disease burden has
created opportunities for preventative health activities in pri-
mary care.
What is already known
GPNs are increasingly managing and coordinating care for
people with chronic disease. Lifestyle risk counselling tech-
niques are known to be effective in improving health and
reducing risk.
What this paper adds
This paper adds insight into themes underpinning GPNs’ views
of lifestyle risk communication, including delivery content and
technique. Understanding of these, including the need for
enablers such as role clarity, organisational and government
support, can inform policy and practice for optimal chronic
disease management services in primary care.
professional support (Mason & Butler, 2010). The GPN has the
potential to play a significant role in both raising awareness of
the need for behaviour change and supporting patients through
this process (Halcomb, Davidson, Salamonson, & Ollerton, 2008).
This review explores GPNs’ views of lifestyle risk communication
to inform strategies for the optimal delivery of preventative health
care.
2. Background
Nurses comprise the largest non-physician workforce in pri-
mary care, and GPNs play a pivotal role in community-based
health care (Joyce & Piterman, 2011; Oelke, Besner, & Carter,
2014; Primary Health Care Nurse Innovation Evaluation Team,
2007). Internationally, primary care settings, including general
practice, are contending with increasing patient demand as well
as a decreasing medical workforce (Freund et al., 2015; Keleher,
Parker, Abdulwadud, & Francis, 2009). Whilst there is variability
amongst international primary care settings and systems, gov-
ernments in New Zealand, the United Kingdom and Australia
have implemented policies that have supported nursing work-
force growth and enhanced roles for nurses, to assist in meeting
the growing demands in primary care (Australian Medicare Local
Alliance, 2012; Health Workforce New Zealand, 2011; Primary Care
Workforce Commission, 2015).
General practice nurses are increasingly involved in both
chronic disease management and assessment of those at risk of
chronic disease (Halcomb et al., 2008). Indeed, some 67.2% of GPN-
patient encounters in Australia consist of disease specific health
education (Halcomb, Salamonson, Davidson, Kaur, & Young, 2014).
Interventions provided by GPNs to prevent and manage chronic
disease are acceptable, feasible, sustainable, as well as clinically
and cost effective for both patients and general practitioners (GPs)
(Afzali et al., 2014; Hegney, Patterson, Eley, Mahomed, & Young,
2013; Keleher et al., 2009). Furthermore, when GPNs work with a
broad scope of practice and high levels of autonomy, patients expe-
rience high levels of satisfaction and enablement (Desborough et al.,
2016).
Nurses in other sectors perceive an absence of opportunities in
delivering preventative health education (Oelke et al., 2014). GPNs
and their role in chronic disease management has the potential
for further involvement in preventative activities such as lifestyle
risk communication. However, lifestyle risk reduction requires
communication to be specific and relevant in order to encourage
ongoing motivation for behaviour change (Jansink, Braspenning,
van der Weijden, Elwyn, & Grol, 2010). Directive and person-
centred behaviour change techniques such as MI have been found
nurs* AND
“family practice” OR “general practice” OR primary care AND
“lifestyle” OR “life style” OR “behav* risk factor*” OR “chronic disease management” 
AND
“health promotion” OR “patient education” OR counsel* OR “motivational interview*” 
OR communication OR “patient relations” OR prevention AND
attitude* OR perception* OR experience* OR perspective*
Fig. 1. Search Terms.
to be effective, rather than traditional authoritarian approaches to
lifestyle risk communication (Noordman, van der Weijden, & van
Dulmen, 2012). The GPN is a key health professional in providing
such person-centred support given their practice in a primary care
setting and prolonged engagement with patients and their families
(Desborough et al., 2016; Halcomb, Davidson, Daly, Yallop, & Tofler,
2004).
Despite the conceptual allure of the GPN role in lifestyle risk
reduction, it has been suggested that current clinical practice in this
area is inadequate (Swerissen, Duckett, & Wright, 2016). Workplace
organisation, funding, as well as patient, personal and profes-
sional factors influence the GPN role (Brown & Thompson, 2007;
Hörnsten, Lindahl, Persson, & Edvardsson, 2014; Joyce & Piterman,
2011; McInnes, Peters, Bonney, & Halcomb, 2017; Nolan, Deehan,
Wylie, & Jones, 2012; Phillips, 2007). Additionally, it has been
reported that the GPN role is largely underutilised, particularly in
terms of nurses being supported to work to their full scope of prac-
tice (Desborough et al., 2016; Halcomb et al., 2008; Phillips et al.,
2009). Exploring GPNs’ views of lifestyle risk communication is an
important foundation to inform effective GPN service delivery in
the management of chronic disease and lifestyle risk.
3. Aim
This integrative review sought to examine the experiences




The integrative review design was chosen due to the mixed
approaches used and limited availability of relevant literature. This
method combines and summarises data from a variety of research
designs, allowing a more comprehensive view of the topic area
(Whittemore & Knafl, 2005). Using a broad methodological sam-
pling frame, rigour was employed from the stages of problem
identification, literature search, data evaluation, data analysis and
presentation (Whittemore & Knafl, 2005).
4.2. Search strategies
An initial search of Scopus, MEDLINE, CINAHL, Joanna Briggs
Institute and Cochrane was conducted for peer-reviewed papers
published in the English language. Due to the growth and evolv-
ing nature of nursing in general practice, only papers from January
2006 to October 2016 were considered. Key search terms are iden-
tified in Fig. 1. Papers were eligible for inclusion if they reported
primary research, which focussed on GPNs’ perceptions, attitudes,
experiences and/or perspectives of lifestyle risk communication
with adults. Nurse practitioners, advanced practice nurses and
midwives were excluded due to their different scopes of practice.
Additional papers were retrieved via hand searching of reference
lists of retrieved papers and key journals were reviewed for further
articles.
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Potentially relevant 
papers and articles 
retrieved via hand 
searching (n=670)
Did not meet inclusion 
criteria (n=9)
Included papers (n=15)




Title/abstract of paper 
reviewed and duplicates 
removed (n=30)
Duplicates and irrelevant 
papers removed (n=640)
Fig. 2. Process of paper selection – Prisma Flow diagram.
4.3. Search outcomes
The initial search identified 667 articles (see Fig. 2). Titles and
abstracts were reviewed against the inclusion criteria, after which,
the full manuscript of remaining articles was screened by one
author (SJ). Following the removal of duplicates, 2 authors (SJ and
EH) independently screened the remaining papers to determine
suitability for inclusion. Fifteen studies met the inclusion criteria.
4.4. Quality appraisal
Articles were appraised using the tool described by Pluye et al.
(2011). Scoring was based on a percentage, 100% denoted all qual-
ity criteria were met. Included papers scored 75% or above. Most
quantitative studies scored 75% due to the reported response rates.
Given the minor nature of the methodological concerns, all identi-
fied studies were included.
4.5. Data abstraction and synthesis
Papers were individually extracted into a table, categorised,
grouped, and compared (Whittemore & Knafl, 2005). Following
abstraction, verification of new conceptualisations was conducted
in consultation with the primary data sources (Whittemore & Knafl,
2005). A synthesis of key themes was verified by all authors in terms
of identification, analysis and interpretation and reporting (Braun
& Clarke, 2006).
5. Results
Of the 15 included papers, 12 (80%) were from Europe and 3
(20%) were from Australia (see Table 1). Most were qualitative
(n = 9, 60%) and used a variety of approaches.
Analysis revealed four key themes: 1. GPNs’ views of the nurse-
patient relationship, 2. Motivational interviewing 3. Barriers to
practice, and 4. Role parameters. Each of these is discussed in detail
below.
5.1. GPN views of the nurse-patient relationship
Included studies described how nurses strived to take a person-
centred and directive approach to their communication with
patients (Hörnsten et al., 2014; Lambe, Connolly, & McEvoy, 2008;
Nolan et al., 2012). When discussions went off-track, a directive
approach was employed to steer conversations back to the consul-
tation’s purpose (Hörnsten et al., 2014). Aspects of person-centred
care were evident where communication was individually tailored
after consideration of content, context and delivery, language, cul-
ture, and knowledge deficits (Boase, Mason, Sutton, & Cohn, 2012;
Brown & Thompson, 2007; Hörnsten et al., 2014; Jansink et al.,
2010; Nolan et al., 2012). Contextualising care to the individual
patient was found to be important but needed to be done within
a relationship of trust (Boase et al., 2012; Cass, Ball, & Leveritt,
2014; Douglas et al., 2006; Hörnsten et al., 2014). When this trust
was present, person-centred care was facilitated through attention
to patients’ social supports, resources and environmental con-
straints, and showing sensitivity and empathy (Brown & Thompson,
2007; Jansink et al., 2010; Lambe et al., 2008; Östlund, Wadensten,
Kristofferzon, & Häggström, 2015).
The use of person-centred, or culturally appropriate commu-
nication delivery, was enacted inconsistently. Some GPNs used
instructive approaches, while others used ‘shock tactics’ to encour-
age behaviour change (Hörnsten et al., 2014; Lambe et al., 2008;
Nolan et al., 2012). Despite reports of nurses’ beliefs in taking a
person-centred or culturally appropriate approach to care, they
were often described as being frustrated by their perceptions of
patients’ poor self-discipline, unwillingness and limited insight
regarding the need to make lifestyle changes (Hörnsten et al., 2014;
Jallinoja et al., 2007; Jansink et al., 2010; Lambe et al., 2008). Patient
empowerment was considered the key for motivation and owner-
ship of an individual’s health care (Boase et al., 2012). The absence
of lifestyle risk communication, and the method employed were
two factors that impacted on patient engagement. For example,
some nurses were uncomfortable with addressing issues such as
weight or smoking, or did not strive for open and empathetic
modes of communication delivery (Brown & Thompson, 2007;
Hörnsten et al., 2014; Jallinoja et al., 2007; Lambe et al., 2008;
Michie, 2007; Östlund, Kristofferzon, Häggström, & Wadensten,
2015). There were inconsistencies in the included studies about
whether the use of documentation and adherence to protocols
assisted in patient engagement or built the trust deemed necessary
for individually meaningful lifestyle risk communication (Boase
et al., 2012; Hörnsten et al., 2014; Nolan et al., 2012).
5.2. Motivational interviewing
Three studies assessed nurses’ experiences using MI and
self-rated performance as a framework for lifestyle risk factor
communication (Brobeck, Bergh, Odencrants, & Hildingh, 2011;
Östlund, Kristofferzon et al., 2015; Östlund, Wadensten et al., 2015).
While clinically demanding, MI was seen as a satisfying, stimu-
lating, useful and effective method in assisting lifestyle change
(Brobeck et al., 2011; Östlund, Wadensten et al., 2015). Managerial
support, patience, flexibility, and interest in MI were seen as key
factors to the technique’s implementation and success (Brobeck
et al., 2011; Östlund, Wadensten et al., 2015).
Motivational interviewing assisted in providing structure
for communication and facilitating patient clarification of self-
determined strategies for change, while maintaining person-
centred care (Brobeck et al., 2011). However, despite positive
regard expressed by nurses trained in MI, it was reported that
nurses tended to overestimate their self-rated performance com-
pared with assessor scoring (Östlund, Kristofferzon et al., 2015).
Ongoing support, training and feedback were identified as impor-
tant to maintaining proficiency (Brobeck et al., 2011; Östlund,
Kristofferzon et al., 2015).
5.3. Barriers to practice
Preventative and health promotion tasks were viewed positively
by nurses, who aspired to increase their practice of these (Douglas
et al., 2006; Keleher & Parker, 2013). However, personal, profes-
sional and organisational factors created barriers to role expansion.
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5.3.1. Personal factors
Personal barriers centred on the nurses’ interest, confidence
and struggles with communication techniques. Nurses lacked con-
fidence due to perceived knowledge deficits and the emotional
consequences of subjects such as weight management (Cass et al.,
2014; Hörnsten et al., 2014). Nurses also required motivation to use
specific techniques, such as MI, to ensure the communication tech-
nique’s adoption (Brobeck et al., 2011; Östlund, Wadensten et al.,
2015). Motivation was therefore required to contend with diffi-
culties learning a new technique and the change from traditional
communication methods (Östlund, Wadensten et al., 2015).
Nurses’ reported challenges with their motivation when
lifestyle advice was provided repeatedly with uncertain commit-
ment to behaviour change, potentially impacting on empathy for
the patient (Jansink et al., 2010, Lambe et al., 2008; Martin, Leveritt,
Desbrow, & Ball, 2014; Nolan et al., 2012). Some papers described
nurses’ struggles with internal conflict or cognitive dissonance,
such as in weight management consultations, or when there was
potential for patients’ perceptions of the nurses’ own lifestyle
risk factors (such as being overweight) to be an impediment to
patient receptiveness (Brown & Thompson, 2007; Hörnsten et al.,
2014; Jansink et al., 2010; Michie, 2007). Additionally, one paper
described inhibiting factors for providing dietary advice, such as
time, were more likely to be reported amongst nurses who were
overweight (Martin et al., 2014).
5.3.2. Professional factors
Improving nurses’ knowledge, experience and the availability of
training regarding communication content and delivery featured
prominently as a barrier to lifestyle risk discussions. The consulta-
tion technique, involving a person-centred approach rather than an
advising or educating model, was acknowledged as an important
factor in supporting behaviour change (Jansink et al., 2010). Train-
ing and experience was seen to improve opportunistic lifestyle risk
encounters, personal resourcefulness and self-perceived effective-
ness (Cass et al., 2014; Douglas et al., 2006; Hörnsten et al., 2014;
Jansink et al., 2010; Martin et al., 2014; Michie, 2007; Nolan et al.,
2012). However, many nurses, particularly those with more expe-
rience, described feeling underprepared to provide lifestyle risk
factor counselling (Cass et al., 2014; Jallinoja et al., 2007; Martin
et al., 2014; Nolan et al., 2012). Barriers to achieving knowledge
and skill improvement were found to exist around time, funding
and availability of training opportunities (Cass et al., 2014).
5.3.3. Organisational factors
Organisational and practice resourcing constraints included
government funding for lifestyle discussions, the availability of
patient educational materials and appropriate consultation space
(Boase et al., 2012; Douglas et al., 2006; Keleher & Parker, 2013;
Lambe et al., 2008; Östlund, Wadensten et al., 2015). Workplace
and government priorities, such as time allocation and funding
structures, impacted on GPN lifestyle discussions, which were seen
to require considerable amounts of time (Keleher & Parker, 2013;
Lambe et al., 2008). Time allocation impacted on the volume to be
discussed, establishment of rapport and the progressive delivery
of information over time (Cass et al., 2014; Douglas et al., 2006;
Jallinoja et al., 2007; Jansink et al., 2010; Keleher & Parker, 2013;
Lambe et al., 2008; Martin et al., 2014; Östlund, Wadensten et al.,
2015).
5.4. Role parameters
While GPNs were viewed as approachable and well positioned
to provide lifestyle risk advice, this mainly occurred opportunis-
tically within chronic disease management consultations, rather
than having clearly defined dialogue content, roles and responsi-
bilities within the multidisciplinary team (Cass et al., 2014; Keleher
& Parker, 2013; Lambe et al., 2008). This was true of interventions
related to weight management between general practitioners and
nurses, and nutrition care between dieticians and nurses (Cass et al.,
2014; Jansink et al., 2010; Nolan et al., 2012). The inherent com-
plexity of health education and the multidisciplinary approach to
lifestyle risk communication necessitated collaboration between
providers (Jansink et al., 2010; Keleher & Parker, 2013). However,
more feedback from providers such as dieticians was sought by
nurses (Jansink et al., 2010).
6. Discussion
This review highlighted four key areas that are important for
effective lifestyle risk communication between nurses and patients
in primary care: the nurse-patient relationship; motivational inter-
viewing, barriers to practice, and role parameters. Addressing these
individually provides an inadequate platform for effective lifestyle
risk communication between nurses and patients. However, a con-
certed approach for improved GPN roles and interventions could
support lifestyle risk factor reduction, encouraging patients’ self-
management of chronic disease (Desborough et al., 2016; Stephen,
McInnes, & Halcomb, 2018).
A person-centred approach refers to nurses’ relationships with
patients, based on trust and respect, individual rights and personal
preferences (Australian College of Nursing, 2014). A person-centred
approach is also associated with improved patient care, satisfac-
tion and involvement as well as decreased interventions (Mason &
Butler, 2010). This review identified that GPNs wanted to undertake
a person-centred approach to lifestyle risk communication but did
not want to undermine rapport by raising potentially emotionally
charged subjects such as weight management (Boase et al., 2012;
Brown & Thompson, 2007; Jansink et al., 2010; Hörnsten et al.,
2014; Nolan et al., 2012). However, person-centredness is essen-
tial to lifestyle risk communication, including building rapport,
and sensitive discussion of potentially difficult subjects (Mason
& Butler, 2010; Resnicow & McMaster, 2012). While behaviour
change theories were not the focus of the study, the GPN’s reflec-
tive listening allows patients to express reasons for not changing
behaviour without feeling pressure or judgement (Resnicow &
McMaster, 2012). “Rolling with resistance” is a key component of
the MI process (Resnicow & McMaster, 2012). As such, discussion
of emotionally charged subjects forms part of the person-centred
delivery of lifestyle risk communication and underscores GPN
training and educational needs.
Time is essential for lifestyle risk communication, both in terms
of duration and timing to ensure readiness for behaviour change
(Mason & Butler, 2010). Availability of time, however, is dictated
by workplace priorities and government funding arrangements
(McInnes et al., 2017; Phillips, 2007). In this review, time alloca-
tion was found to directly impact on the presence, type, quality,
and duration of lifestyle risk communication (Boase et al., 2012;
Brobeck et al., 2011; Cass et al., 2014; Douglas et al., 2006; Jallinoja
et al., 2007; Jansink et al., 2010; Keleher & Parker, 2013; Lambe
et al., 2008; Nolan et al., 2012). Furthermore, nurses expressed
uncertainty about their knowledge, effectiveness, confidence and
motivation to undertake lifestyle risk communication. Allocating
time and workplace support for ongoing training in behaviour
change counselling techniques, such as MI, can maintain confidence
and competence in these techniques (Cass et al., 2014; Hörnsten
et al., 2014; Jansink et al., 2010; Lambe et al., 2008; Martin et al.,
2014; Nolan et al., 2012; Schwalbe, Oh, & Zweben, 2014).
Funding models have been demonstrated to influence GPN clini-
cal practice (Halcomb et al., 2008; Hegney et al., 2013; Phillips et al.,
2009). In the primary care environment, where chronic disease care
204
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demands are increasing, there is both opportunity and need for
organisational and government support of GPN activities to be bol-
stered (Halcomb et al., 2008). Alternative funding arrangements
supporting ongoing GPN provision of lifestyle risk communication
could fill the needs identified in this review for those at risk of
lifestyle-related diseases.
Issues of role clarity and expansion identified within the review
resonate with the literature regarding the GPN role (Halcomb et al.,
2008; Lorch et al., 2015). Role ambiguity has been influenced by his-
torical patterns of care and hierarchy within general practice (Oelke
et al., 2014). However, clarified roles provide a basis for effective
optimisation of GPNs’ roles (Oelke et al., 2014).
Despite its contribution to knowledge the review has limita-
tions. First, the review focused on lifestyle risk communication with
adults in primary care. Given the complexities and differences in
lifestyle risk factor modification in younger people, this group were
excluded. However, with a predominance of chronic disease in the
adult population, we believe the review covered the most rele-
vant demographic. Second, the available literature did not describe
the use of non-verbal communication in GPN-patient lifestyle risk
encounters, identifying an important gap in the research and the
need for further research in this area.
7. Conclusion
The findings of this review are reflective of influences on the
GPN role more broadly, strengthening the findings of previous
research. While the evidence unequivocally supports the effec-
tiveness of GPNs working with patients to modify lifestyle risk
factors, to date there has been limited investigation of the expe-
riences of nurses in providing such support. It demonstrates that
further optimisation of the GPN workforce and skills could enhance
the provision of lifestyle risk communication. For GPNs to deliver
ongoing and effective lifestyle risk communication, ongoing and
effective training, funding and infrastructure supports need to be
in place. Our findings demonstrate a gap in the evidence regard-
ing non-verbal lifestyle risk communication between nurses and
patients. Research in this area would further bolster our capacity
to inform effective communication strategies and management of
chronic disease in primary care.
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PCN INFORMATION SHEET V1.3           14/07/2017    HREC APPROVAL No. 2016/381 
PARTICIPANT INFORMATION SHEET FOR PRIMARY CARE NURSES 
“How do Registered Nurses in Australian primary care deliver and perceive lifestyle risk communication?” 
PURPOSE OF THE RESEARCH 
This research is looking to explore the way in which primary care nurses communicate with patients during 
consultations. 
INVESTIGATORS 
Ms Sharon James1, Prof Elizabeth Halcomb1, Dr Jane Desborough2, Ms Sue McInnes1 
1 School of Nursing, Faculty of Science Medicine and Health University of Wollongong
2 Department of Health Services Research and Policy, College of Medicine, Biology and the Environment, Australian 
National University 
METHOD AND DEMANDS ON PARTICIPANTS 
Phase 1: Practice nurse participants will video-record three care planning consultations and/or 45-49 year old 
health assessments per nurse participant. A video-recorder will be provided for the duration of the study. Both 
the patient and the nurse will also be asked to provide demographic data about themselves on a demographic 
details form.  
Phase 2: For those who wish to participate in Phase 2 of the study, practice nurse participants will be interviewed 
and audio-recorded by the lead researcher exploring views of communication with patients. Interviews will be at 
a mutually agreeable quiet location and take approximately 30 minutes. 
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS 
There are no foreseeable risks to you by participating in the study. Your involvement in the study is voluntary and 
the decision whether or not to participate will not affect any current or future relationship with the University of 
Wollongong. You may choose to withdraw from the study at any time up until the data is aggregated. All data 
will be securely stored in a locked cabinet, password protected computer and encrypted file as per the University 
of Wollongong guidelines. All data will be destroyed after a period of five years following publication of results.  
FUNDING AND BENEFITS OF THE RESEARCH 
This study is supported by the University of Wollongong. Findings of the study will likely be published in nursing 
journals and/or presented at professional conferences. Confidentiality is assured by securing data as per 
University of Wollongong guidelines. Interview data will be de-identified and all data will be aggregated where 
no nurse, patient or practice will be identified in these publications. 
ETHICS REVIEW AND COMPLAINTS 
The Human Research Ethics Committee of the University of Wollongong and Illawarra Shoalhaven Local Health 
District has approved the conduct of this study (approval No.2016/381). If you have any concerns or complaints 
regarding the way this research has been undertaken you can contact the UOW Ethics Officer on (02) 42213386 
or email rso-ethics@uow.edu.au. 
WHAT IF I REQUIRE FURTHER INFORMATION 
When you have read this information, the nurse will discuss it with you further and answer any questions you 
may have. If you would like to know more at any stage, please feel free to contact either Sharon James via email 
on sjames@uow.edu.au or phone 0409324729, or Professor Elizabeth Halcomb via email 
on ehalcomb@uow.edu.au or phone +61 2 4221 3784. 
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CONSENT FORM FOR PRIMARY CARE NURSES 
(Video Observation) 
 “How do Registered Nurses in Australian primary care deliver and perceive lifestyle risk 
communication?” 
INVESTIGATORS
Ms Sharon James1, Prof Elizabeth Halcomb1, Dr Jane Desborough2, Ms Sue McInnes1 
1 School of Nursing, Faculty of Science Medicine and Health University of Wollongong
2 Department of Health Services Research and Policy, College of Medicine, Biology and the Environment, Australian 
National University 
I have received a “Participant Information Sheet” and I have had the opportunity to discuss any 
queries relating to this research project with the Project Team. 
I understand that, if I consent to participate in this project, my consultation with the patient today 
will be video-recorded and this recording will be provided to the research team. Confidentiality is 
assured by securing data as per University of Wollongong guidelines. I understand that all video data 
will be aggregated before being used in any reports or publications. No individual nurse, patient or 
practice will be identified in these publications. 
I understand that my participation in this research is voluntary, and my choice whether or not to 
participate will not affect my relationship with the University of Wollongong. I also understand that I 
may choose to withdraw from the study at any time up until data is aggregated.  
I acknowledge that my practice is aware of my participation in the study and agrees to provide the 
data as described in the “Participant Information Sheet”. 
If I have any enquires about the research, I can contact Sharon James via email on 
sjames@uow.edu.au or phone 0409324729, or Professor Elizabeth Halcomb via email 
on ehalcomb@uow.edu.au or phone +61 2 4221 3784. If I have any concerns or complaints regarding 
the way the research is or has been conducted, I can contact the Ethics Officer, Human Research 
Ethics Committee, University of Wollongong on 4221 3386 or email rso-ethics@uow.edu.au. 
By signing below, I am indicating my consent to participate in the research. I understand that the data 
collected from my participation will be used only for the purposes of the research as has been 
explained to me. 
Participant Signed Date 
.......................................................................  ......./....../...... 
Participant Name (please print) 
....................................................................... 
Witness Signed Date 




CONSENT VIDEO PCN V1.1      14/07/2017 HREC APPROVAL No. 2016/381
CONSENT FORM FOR PRIMARY CARE NURSES 
(Video Observation) 
 “How do Registered Nurses in Australian primary care deliver and perceive lifestyle risk 
communication?” 
INVESTIGATORS
Ms Sharon James1, Prof Elizabeth Halcomb1, Dr Jane Desborough2, Ms Sue McInnes1 
1 School of Nursing, Faculty of Science Medicine and Health University of Wollongong
2 Department of Health Services Research and Policy, College of Medicine, Biology and the Environment, Australian 
National University 
I have received a “Participant Information Sheet” and I have had the opportunity to discuss any 
queries relating to this research project with the Project Team. 
I understand that, if I consent to participate in this project, my consultation with the patient today 
will be video-recorded and this recording will be provided to the research team. Confidentiality is 
assured by securing data as per University of Wollongong guidelines. I understand that all video data 
will be aggregated before being used in any reports or publications. No individual nurse, patient or 
practice will be identified in these publications. 
I understand that my participation in this research is voluntary, and my choice whether or not to 
participate will not affect my relationship with the University of Wollongong. I also understand that I 
may choose to withdraw from the study at any time up until data is aggregated.  
I acknowledge that my practice is aware of my participation in the study and agrees to provide the 
data as described in the “Participant Information Sheet”. 
If I have any enquires about the research, I can contact Sharon James via email on 
sjames@uow.edu.au or phone 0409324729, or Professor Elizabeth Halcomb via email 
on ehalcomb@uow.edu.au or phone +61 2 4221 3784. If I have any concerns or complaints regarding 
the way the research is or has been conducted, I can contact the Ethics Officer, Human Research 
Ethics Committee, University of Wollongong on 4221 3386 or email rso-ethics@uow.edu.au. 
By signing below, I am indicating my consent to participate in the research. I understand that the data 
collected from my participation will be used only for the purposes of the research as has been 
explained to me. 
Participant Signed Date 
.......................................................................  ......./....../...... 
Participant Name (please print) 
....................................................................... 
Witness Signed Date 




DEMOGRAPHIC DATA PCN V1.1   HREC APPROVAL No. 2016/381 
 
DEMOGRAPHIC SHEET FOR REGISTERED NURSES 
1. What gender do you identify as? 
  Male 
  Female  
 
 Transgender  
  No gender identity 
2. What is your age? (in years)...................................................... 
 
3. In what year did you first qualify as a Registered Nurse?........................................... 
 
4. In what country did you first qualify as a Registered Nurse? 
   Australia  Other (please specify)................................ 
 
5. What is your highest nursing qualification? (Please tick) 
 Hospital based qualification 
 TAFE 
 Diploma 
 Bachelor degree 
 Graduate Diploma 
 Masters Degree 
 MPhil/ PhD 
 
 
6. How confident do you feel in providing lifestyle risk advice? 
o  o  o  o  o  
Extremely Very Moderately Slightly Not at all 
 
 
7. How prepared do you feel in providing lifestyle risk advice? 
o  o  o  o  o  
Extremely Very Moderately Slightly Not at all 
 
8. How long, in total excluding absences from the workforce for more than 6 months, 




9. How long, in total excluding absences from the workforce for more than 6       
months, have you worked as a nurse in general practice? (Please round to the 








PATIENT INFORMATION SHEET V1.3    14/07/2017   HREC APPROVAL No. 2016/381 
PARTICIPANT INFORMATION SHEET FOR PATIENTS 
 “How do Registered Nurses in Australian primary care deliver and perceive lifestyle risk 
communication?” 
PURPOSE OF THE RESEARCH 
This research is looking to explore the way in which primary care nurses communicate with 
patients during consultations. 
INVESTIGATORS 
Ms Sharon James1, Prof Elizabeth Halcomb1, Dr Jane Desborough2, Ms Sue McInnes1 
1 School of Nursing, Faculty of Science Medicine and Health University of Wollongong
2 Department of Health Services Research and Policy, College of Medicine, Biology and the Environment, 
Australian National University 
METHOD AND DEMANDS ON PARTICIPANTS 
If you choose to be included, your appointment with the nurse will be video-recorded and we 
will collect some basic demographics about yourself (e.g. age, gender). The nurse will provide 
the recording of the consultation to the research team so that they can analyse the discussion 
and the way the communication has occurred. 
POSSIBLE RISKS, INCONVENIENCES AND DISCOMFORTS 
There are no foreseeable risks to you by participating in the study. Your involvement in the 
study is voluntary and the decision whether or not to participate will not affect any current or 
future relationship with the University of Wollongong or your general practice. You may 
choose to withdraw from the study at any time up until the data is de-identified. All data will 
be securely stored in a locked cabinet, password protected computer and encrypted file as 
per the University of Wollongong guidelines. All data will be destroyed after a period of five 
years following publication of results.  
FUNDING AND BENEFITS OF THE RESEARCH 
This study is supported by the University of Wollongong. Findings of the study will likely be 
published in nursing journals and/or presented at professional conferences. Confidentiality is 
assured by securing data as per University of Wollongong guidelines. Demographic data will 
be de-identified and all data will be aggregated and no individual nurse, patient or practice 
will be identified in publications, presentations or reports. 
ETHICS REVIEW AND COMPLAINTS 
The Human Research Ethics Committee of the University of Wollongong and Illawarra 
Shoalhaven Local Health District has approved the conduct of this study (Approval No. 
2016/381). If you have any concerns or complaints regarding the way this research has been 
undertaken you can contact the UOW Ethics Officer on (02) 42213386 or email rso-
ethics@uow.edu.au. 
WHAT IF I REQUIRE FURTHER INFORMATION 
When you have read this information, the nurse will discuss it with you further and answer 
any questions you may have. If you would like to know more at any stage, please feel free to 
contact either Sharon James via email on sjames@uow.edu.au or phone 0409324729, or 
Professor Elizabeth Halcomb via email on ehalcomb@uow.edu.au or phone +61 2 4221 3784. 
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CONSENT FORM FOR PATIENTS 
 




Ms Sharon James1, Prof Elizabeth Halcomb1, Dr Jane Desborough2, Ms Sue McInnes1 
1 School of Nursing, Faculty of Science Medicine and Health University of Wollongong                       
2 Department of Health Services Research and Policy, Research School of Population Health, College of Medicine, 
Biology and the Environment, Australian National University 
 
I have received a “Participant Information Sheet” and I have had the opportunity to discuss any queries 
relating to this research project with the Nurse and/or Project Team. 
 
I understand that; 
 if I consent to participate in this project, my consultation with the nurse today will be video-
recorded and this recording will be provided to the research team for analysis.  
 no information from my medical records will be disclosed to the research team. 
 all data will be aggregated and no individual nurse, patient or practice will be identifiable in any 
reports or publications.  
 data will be stored for 5 years following the publication of results as per UOW Policy. 
 my participation in this research is voluntary, and my choice whether or not to participate will not 
affect my relationship with the University of Wollongong, the nurse undertaking the consultation 
today or the general practice. I also understand that I may choose to withdraw from the study at 
any time up until data is de-identified.  
 
I acknowledge that my practice is aware of my participation in the study and agrees to provide the data as 
described in the “Participant Information Sheet”. 
If I have any enquires about the research, I can contact Sharon James via email on sjames@uow.edu.au or 
phone 0409324729, or Professor Elizabeth Halcomb via email on ehalcomb@uow.edu.au or phone +61 2 
4221 3784. If I have any concerns or complaints regarding the way the research is or has been conducted, I 
can contact the Ethics Officer, Human Research Ethics Committee, University of Wollongong on 4221 3386 
or email rso-ethics@uow.edu.au. 
By signing below, I am indicating my consent to participate in the research. I understand that the data 
collected from my participation will be used only for the purposes of the research as has been explained to 
me. 
 
Participant Signed     Date    
.......................................................................   ......./....../...... 
Participant Name (please print) 
....................................................................... 
Witness Signed      Date 




DEMOGRAPHIC DATA PATIENTS V 1.1  HREC APPROVAL No.2016/381 
DEMOGRAPHIC SURVEY FOR PATIENTS 
1. What gender do you identify as?
 Male 
 Female  
 Transgender  
      Do not identify as female, male, or transgender 
2. What is your age (in years)?......................................................... 
3. Why are you seeing the nurse today?
 45-49 year old Health Assessment
 New Care Plan
 Care Plan Review
 Other. Please specify.................................................................................... 
4. Do you have any chronic conditions? If yes, please tick the box that applies to you.
 High blood pressure 
 Heart attack 
 Angina 
 Heart failure 
 Bypass surgery 
 High cholesterol 
 Arthritis 
 Stroke 
 Cancer  




 Joint replacement 
 Renal failure  
 Depression 
 Other mental health issue
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Strategies for using non-participatory 
video research methods in general practice
Sharon James, Jane Desborough, Susan McInnes et al
Abstract
Background Non-participatory video research is useful for observing and analysing interactions 
between clinicians, patients and technology. However, few clinical nursing studies have used non-
participatory video observation and there is limited literature describing the approach.
Aim To describe a study that used non-participatory video observation in general practice.
Discussion The authors’ experience of non-participatory video research methods indicates that the 
acceptability of the technique, workplace organisation and consultation space have implications 
for preparation and data collection. Strategies for success include engaging stakeholders early on, 
obtaining contextual knowledge and piloting the approach.
Conclusion Non-participatory video observation is valuable in understanding interactions 
between nurses and patients in a naturalistic setting. Careful planning is essential to ensure 
alignment between research aims, context and technology. The methods for analysing data must 
be chosen carefully to ensure the research question is answered.
Implications for practice Video observation provides rich data. Careful planning and engagement 
of participants is required for successful conduct of studies that use the technique.
Author details
Sharon James, PhD candidate, University of Wollongong, Bega, New South Wales, Australia; 
Jane Desborough, senior research fellow, Australian National University, Australian Capital Territory, 
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Elizabeth Halcomb, professor of primary health care nursing, University of Wollongong, Wollongong, 
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Introduction
General practice nurses (GPNs) consistently 
play an integral role in providing healthcare 
in the community (Joyce and Piterman 2011). 
There has been growing attention paid to the 
interventions GPNs provide for a range of 
acute and chronic conditions (Carrington et al 
2016, Muntinga et al 2016, Rossem et al 
2017). Communication and the therapeutic 
relationship between GPNs and patients are 
key to successful GPN-led interventions aimed 
at managing and preventing chronic health 
conditions. However, there has been limited 
research into communication between GPNs 
and patients and reduction in lifestyle risks 
(James et al 2018).
Video-based medical research has been 
conducted in general practice since the 
1970s (Roland 1983), but has only recently 
been conducted with GPN consultations 
(Macdonald et al 2013, Noordman et al 
2014, Griep et al 2016, Dowell et al 2018, 
Lenzen et al 2018). This paper describes 
our experiences of using video observation, 
examining its advantages, disadvantages 
and challenges, to help nurse researchers 
understand how to collect data through 
video observation.
Background
Observational research seeks to study behaviour 
in its natural setting (Crano and Brewer 2002). 
Unstructured observation is generally, but 
not exclusively used in participatory research, 
with the researcher having prolonged contact 
with the participants (Caldwell and Atwal 
2005). Structured video observation records 
behaviours without researcher participation 
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(Caldwell and Atwal 2005). Researchers 
are also generally unseen, which reduces the 
effects they potentially have on participants’ 
behaviour (Crano and Brewer 2002).
Advantages 
Video observation research in primary 
care focuses on the interaction between the 
practitioner and the patient, technology or other 
members of the primary care team (Pearce et al 
2006, Spelten et al 2015). Rich verbal and 
nonverbal communication can be extracted for 
analysis, which helps researchers to understand 
the dynamics and communication techniques, 
skill development and engagement in reflective 
practice, thus improving interactions between 
patients and professionals and consequently 
patients’ outcomes (Macdonald et al 2013, 
Asan and Montague 2014, Noordman et al 
2014, van Dillen et al 2014, Verbiest et al 
2014, van Dillen et al 2015a, 2015b).
The nature of general practice consultations 
and potential spatial constraints make non-
participatory video observation useful for 
analysing specific types of behaviours, such 
as communication techniques and nursing 
care (Brewer 2002, Caldwell and Atwal 2005, 
Crano and Pearce et al 2012). It is also seen as 
less intrusive and more practical than when the 
researcher is present (Pearce et al 2010).
Disadvantages 
Video observation may capture only a limited 
contextual and historical view that potentially 
is further condensed by analysis (Jewitt 
2012). Researchers can feel overwhelmed by 
the amount of data produced (Jewitt 2012). 
There may also be concerns about being able 
to identify participants from the video, loss 
of privacy and confidentiality, although these 
can be managed through careful design of the 
research, including taking ethical approaches 
to privacy and confidentiality and preparing 
the participants (Jewitt 2012, Asan and 
Montague 2014).
Design 
Our concurrent mixed-methods study sought 
to address the research question: ‘What are the 
perceptions of and approaches used for lifestyle 
risk communication by registered nurses in 
Australian general practice?’ We conducted the 
study in two primary health networks on the 
east coast of Australia. We used convenience 
sampling to recruit 15 GPNs and 40 patients 
being seen by GPNs for chronic disease 
management consultations. The University of 
Wollongong’s human research ethics committee 
provided ethical approval (2016/381).
The quantitative phase of the study used 
video observation to address the sub-question: 
‘How is lifestyle risk communicated between 




Approval to undertake the study was, at times, 
required from a corporate board, practice 
manager, practice principal and the nurse 
manager, as well as the participating GPNs, 
the patients and the patients’ GPs. This level 
of consultation reflected the hierarchical 
management structure in general practice 
(Wood et al 2016) and added significant 
complexity to recruitment. 
Table 1 shows strategies used to optimise 
recruitment and mitigate other challenges 
that presented during the study. Practice staff 
support for the data collection was a critical 
part of the process (Coleman 2000, Henry and 
Fetters 2012). Practices were reassured that 
our study would require minimal investment 
of the practices’ resources, while patience, 
persistence, promotion and familiarity 
with the GPN’s role enhanced rapport and 
mutuality between the GPNs and researchers 
(Blythe et al 2013).
As with Pearce et al (2010) and Henry 
and Fetters (2012), concerns about patients’ 
privacy and unease at being videoed affected 
recruitment. However, health practitioners 
tended to be more concerned about collecting 
video data than their patients were. In our 
study, approximately 94% of the practices we 
approached declined to participate, saying they 
were concerned about recording video, were 
too busy or did not use GPNs for consultations 
about the management of chronic diseases. 
To allay GPNs’ concerns, assurances were 
given to all practice stakeholders verbally and 
through the participant information sheet 
relating to privacy, confidentiality, what would 
be recorded, how the video would be used, 
analysed and stored, and who would view 
it (Jewitt 2012).
Patient recruitment
In Coleman (2000), Neal et al (2004) 
and Henry and Fetters (2012), more than 
80% of patients consented to having their 
consultations recorded. Participation by 
patients in video research was high in 
Spelten et al (2015), even in the absence of an 
established therapeutic relationship. However, 
Henry and Fetters (2012) were concerned 
about possible selection bias because of who 
consented to be recorded and who did not.
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We asked participating GPNs to obtain 
patients’ consent, because of the often ongoing 
relationships GPNs have with their patients 
and their knowledge of the requirements for 
consent (Desborough et al 2017, Nursing 
and Midwifery Board of Australia 2018). 
GPNs asked consecutive patients attending 
for consultations about the management 
of chronic diseases to participate in the 
study until they had recruited two to four 
participants. This attempted to mitigate 
selection bias stemming from the choice of 
patients approached. The number of recordings 
and the sample size required were calculated 
based on initial statistical advice relating to the 
tools being used to analyse the data.
GPNs indicated that patients were more 
likely to refuse to participate if they were 
approached in the days preceding consultation 
rather than on the day of the consultation. 
Some participating GPNs described being 
selective about which patients they approached 
to participate, being less likely to approach 
patients who infrequently attended the 
practice or if they did not have an established 
relationship with them. 
Table 1. Potential obstacles, challenges and solutions for non-participatory video 
observations of GPN-patient consultations
Study stage Potential obstacles 
and challenges
Solutions
Preparation Determination of the 
acceptability and 
feasibility of the technique
» Benchmark technique with other researchers and literature
» Pilot study components such as hardware, software and tools for analysis
Slow or poor recruitment » Persistence in accessing key stakeholders
» High level of consultation with key stakeholders regarding study 
components such as the practices’ investment in time and resources, data 
collection procedures, privacy, and storage
» Allow time for participating practices to discuss, approve and disseminate 
study information
» Promote participation through professional networks
» Familiarity with the participants’ role and study context
Patient selection bias 
by participants
» Researcher reinforcement of research aims.
» Consideration by researcher of this bias during analysis
Setting variability » Researcher’s knowledge of the participants’ role and the context of the study
» Piloting video attachment, placement, battery needs and video setup
» Consider need for multiple cameras
» Hardware selections based on being small, lightweight and unobtrusive and 
having a wide field of view
» Determine the space’s appropriateness for privacy as well as video and 
sound quality
Technological issues » Piloting video components including internal and external battery needs 
such as USB ports or battery packs
» Verbal and written education of participants about video operation
» Researcher availability to resolve potential issues
Data collection Maintenance of study 
integrity
» Repeated participant orientation and education regarding the study’s aims 
and data collection procedures
» Researchers adhered to the study’s aims, methods and data collection 
procedures such as multiple recordings of each participant




Storage, transmission and 
disposal of sensitive data
» Adherence to ethics and governing guidelines and policies
Analysis Software selection » Benchmark with other researchers who have used the technique
» Trial the software available to determine its usability
» Alignment of software capabilities with the study’s aims and the tools used
Undertaking analysis » Monitor and mitigate for potential sources of bias
» Consider the complexity of the analysis in relation to interrater reliability and 
the time allocated
» Moderate the volume of data for analysis by adhering to the study’s aims
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To mitigate this, the research aims were 
reinforced to GPNs before data collection, 
including the need to recruit consecutive patients.
Equipment planning
The first author’s (SJ) knowledge of contextual 
constraints was important for planning. She 
understood the dynamic nature of the GPN’s 
role and how the workspace’s layout affected 
the feasibility of a researcher being present 
during consultations (Pearce et al 2010, 
Pearce et al 2012), such as the portability of 
video recording equipment, the variability 
and the size of the workspace, and workplace 
organisation and culture (Spiers et al 2000). 
Many GPNs work in open spaces or treatment 
rooms (Pearce et al 2012) and to ensure the 
confidentiality of non-participants, we only 
recorded consultations when GPNs had 
private spaces. 
We benchmarked equipment components, 
such as cameras and the methods to attach 
them to consultation room equipment 
(D’Agostino and Bylund 2011, Östlund et al 
2016). We also piloted observation methods 
in five general practices for 14 consultations, 
constantly evaluating our approach to 
determine its feasibility and acceptability. 
The research’s aim and participants’ 
perceptions determined the choice 
and placement of cameras. Our study 
was examining verbal and nonverbal 
communication between the GPN and patient, 
so we needed to use two cameras suitable for 
placement behind and in front of participants. 
Consultations were largely conducted in 
front of a computer with minimal desk space, 
which required a small, lightweight camera 
that could easily be mounted to face GPNs 
and patients. The naturalness of a setting 
influences participants’ perceptions (Crano and 
Brewer 2002), so we needed cameras that were 
unobtrusive, easy to use and with a wide field 
of view. That led us ultimately to choose two 
GoPro Hero4 Session cameras with 128GB 
microSD cards and a remote control that could 
simultaneously operate both cameras.
It is necessary to be prepared for 
technological challenges or failures (Spiers et al 
2000). We ensured there was sufficient power 
for the equipment by using a remote control 
that could be plugged into a USB port for 
charge and purchasing additional battery 
packs for each camera. We also educated 
GPNs about using the equipment, including 
developing a ‘frequently asked questions’ sheet. 
We also assured GPNs before and after they 
collected data that we would be accessible to 
address any potential technological concerns.
Method
Data collection
Orienting GPNs to the data collection 
procedure was necessary to ensure consistency. 
We did this before data were collected, 
in person as well as by email and phone, 
explaining the procedure and providing the 
‘frequently asked questions’ and participant 
information sheets. 
It took around 30 minutes to set everything 
up to collect data, obtain consent, test the 
equipment and answer any questions; only 
five minutes was needed to set up the video 
hardware. We tested and positioned the 
cameras in the consultation room at a location 
negotiated with the GPN, usually by attaching 
it with a Velcro strip or Blu-Tack on top of 
or near a computer monitor. One camera 
faced the nurse and the other faced the patient 
(Figure 1). The remote control simultaneously 
operated and recorded consultations 
from both cameras.
GPNs started and stopped the cameras at the 
beginning and end of each consultation. On 
the one occasion a GPN declined to practise 
operating the cameras, one video was unusable 
due to operator error. The small size of one 
workplace led to one recording not being 
analysed for nonverbal behaviours as not all 
gestures could be viewed on the video.
Data storage and management
Once we had retrieved the cameras, we 
downloaded the recordings, coded them, 
and securely stored and backed them up on 
password-protected computers. We then erased 
the microSD cards to use for further recording. 
Guidance relating to the storage, transmission 
and disposal of sensitive data are part of ethical 
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research principles and found through various 
data management guides and policies (National 
Health and Medical Research Council et al 
2007, Australian National Data Service 2017).
Analysis
Our choice of video editing software was 
dictated largely by cost and the ability to slice 
and manipulate data, and conversations with 
video research experts led us to select Windows 
Movie Maker 2012. We used SPSS 25 for 
quantitative data analysis and NVivo 11 for 
qualitative analysis. 
Analysis of video can occur quantitatively 
through the application of observational 
tools or qualitatively using methods such 
as interactional or conversational analysis 
(Macdonald et al 2013, D’Agostino and 
Bylund 2014, Noordman et al 2014, 
Guassora et al 2015). We used a combination 
of the Nonverbal Accommodation Analysis 
System (NAAS) (D’Agostino and Bylund 
2011), and content and interactional analysis. 
NAAS is an observational tool based on 
communication accommodation theory that 
analyses the rapport and strengthening of 
therapeutic relationships through nonverbal 
indicators (D’Agostino and Bylund 2014). 
Following verbatim transcription of the 
recordings, we further explored sections of 
content analysis using verbal and interpersonal 
interactional analysis (Grossen 2010).
Encounters between nurses and patients are 
typically collaborative and personalised, which 
potentially affects nonverbal detail during 
consultations (Pillet-Shore 2006, D’Agostino 
and Bylund 2011). Micro-analysis of 
behaviours such as interruptions, speech rate 
and gestures was complex; however, analysis 
of interactional detail is useful in exploring 
variables associated with person-centredness, 
rapport, patient satisfaction, communication 
and consultation outcomes (D’Agostino 
and Bylund 2014).
SJ conducted the NAAS analysis and a second 
reviewer (CA) analysed five consultations. 
We initially analysed the data separately, but this 
resulted in poor levels of interrater reliability. 
To assist in interpretation of the NAAS, SJ 
shared reflective notes explaining interpretation 
of the tool, after which two researchers (SJ and 
CA) analysed sections of video together. This 
assisted in discussion of and achieving shared 
understanding and assumptions relating to tool 
components, such as gestures and speech rate. 
Intraclass correlation coefficients (ICC) were 
then calculated. The ICC for each item was 
above acceptable levels (range: 0.835-0.999), 
confirming interrater reliability.
The presence of cameras can potentially 
affect participants’ behaviour; this requires 
researchers to monitor for evidence of 
participant reaction to observation during 
analysis (Coleman 2000, Spiers et al 2000). 
We sought to record several consultations, 
which familiarised GPNs with our method 
of collecting data. We believe that minimised 
GPNs’ the effects of the camera.
Discussion
Our recruitment strategies leveraged SJ’s 
insider insight into the role of the GPN and 
persistence in accessing key staff that was 
needed to improve participation. Insider 
knowledge assists recruitment by encouraging 
rapport and collaboration with participants 
(Blythe et al 2013). International primary 
care nursing literature has indicated video 
recording is acceptable in other nursing 
settings and internationally (Happ et al 
2011, Noordman et al 2013, De Leeuw et al 
2014, Spelten et al 2015, Griep et al 2016, 
Lenzen et al 2018), but it was much harder 
to recruit our target population. This may 
reflect the small-business nature of Australian 
primary care and the subsequent complexity in 
accessing potential participants.
Video research with one camera has 
previously been undertaken with GPNs 
(Noordman et al 2013, Spelten et al 2015); 
however, we used two cameras, which has not 
previously been reported. This technology was 
readily available at relatively low cost. Claims 
of low-cost, multichannel recordings in general 
practice are not new (Sheeler et al 2007), but 
the development of low-cost cameras with 
high-quality audio and video proved attainable 
and beneficial in our study.
Liu et al (2015) and Spelten et al (2015) 
argued that video recording is an unobtrusive 
means of collecting data. We found the small size 
of the recorders surprised nurses, so emphasising 
the size of the cameras in subsequent research 
should further assist participants in accepting 
them and reduce changes in their behaviour. 
Being clear to potential participants about the 
unobtrusive nature of the equipment may also 
help with recruitment.
Video observation is useful for studying 
context-dependent work practices but can 
generate large amounts of data (Hostgaard 
and Bertelsen 2012). We found that uploading, 
editing, coding and analysis of consultations 
was time-consuming. This is consistent 
with other literature and researchers should 
considered this when allocating resources 
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Study limitations
The major limitation of this study was the small 
number of participating practices and high rate 
of refusal to participate. An adequate sample 
size was achieved, but those who participated 
may not reflect all general practices. Despite 
reinforcement of the study’s aims and consecutive 
patient recruitment, GPNs might have selected 
and recruited patients perceived to be willing 
participants. Participant reaction to the cameras 
is also a potential limitation to the study, but we 
found that recording multiple consultations using 
unobtrusive equipment minimised this concern.
Conclusion
Video observation provides a practical 
means of examining naturalistic and targeted 
interactions in primary care to improve 
patient and professional communication 
and care. However, each stage of video 
observation research requires careful 
consideration, particularly its preparation 
and when collecting data. Factors that 
need to be considered include alignment 
with the aim of the research, selection of 
hardware and software, context, privacy, 
and confidentiality.
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Talk time Speech duration (secs)/60 secs.
Pauses Pause duration (secs)/60 secs.
Simultaneous speech Simultaneous speech duration (secs)/60 secs.
Speech rate Number of syllables per 60 secs/talk time (secs) of that 
speaker. 
Interruption Interruption frequency of that speaker/talk time (secs) 






Smiling Smiling frequency/60 secs.
Laughing Laughing frequency/60 secs.
Gesturing Gesturing frequency/talk time of that speaker per 60 
secs.
Eye contact Eye contact duration/60 secs.
Nodding Nodding frequency/talk time (secs) of the other party.
GPN-computer eye contact Eye contact duration (secs)/60 secs.
235





































Mirroring or adoption of behavioural 
similarity to others (Donovan & Forster, 











Creation of control or distance by not 
aligning behaviour with others (D'Agostino 









Emphasizing behavioural difference from 






















































































































































Beginning of consultation End of consultation







































CONFLIC T OF INTERE ST
-
ORCID
Sharon James   
Jane Desborough   
Susan McInnes   
Elizabeth J. Halcomb   
T WIT TER
Sharon James   
239
|  JAMES ET AL.
R E FE R E N C E S
-
The Annals of Thoracic Surgery 101
Psychology and Aging 17
Patient Education and Counseling
General Practice Activity in Australia 2015–2016 




British Journal of Nursing 12
Patient 





Journal of Advanced Nursing 74
Clinical 
Simulation in Nursing 11
Communication 
Accommodation Theory: Negotiating Personal Relationships and 
Social Identities Across Contexts
-















Journal of Advanced Nursing 76
International 
Journal of Palliative Nursing 18
Health Behavior Change: A Guide for 
Practitioners
240
 |JAMES ET AL.





Issues in Mental Health Nursing
31
-
The SAGE Handbook of Nonverbal Communication
Behavioural and Cognitive Psychotherapy 23
Timisoara Physical Education 




of Oncology Nursing 40
ejon.2019.02.008
Patient Education and Counseling 98
-
Patient Education and Counseling 96








of Clinical Nursing 26
en/
-
Australian Family Physician 45
How to cite this article:




Appendix 8: Paper 4 and Publisher Permission 
James, S., McInnes, S., Halcomb, E., & Desborough, J. (2020).  
General practice nurses’ communication strategies for lifestyle risk reduction: A 
content analysis. Journal of Advanced Nursing, 76(11), 3082-3091. 
doi.org/10.1111/jan.14518  
243
J Adv Nurs. 2020;00:1–10. wileyonlinelibrary.com/journal/jan |© 2020 John Wiley & Sons Ltd
|
An ageing population and increases in morbidity and mortality sec-
ondary to chronic disease present challenges for healthcare systems 
(World Health Organization, 2018a, 2018b). To prevent chronic 
conditions including type 2 diabetes, hypertension, obesity, and 
some cancers, general practice nurses (GPNs) have a key role in com-
municating lifestyle risk reduction (James, Halcomb, Desborough, 
& McInnes, 2019). Internationally, while there is variability in how 
roles are enacted, GPNs in countries such as Australia, New Zealand, 
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To explore how general practice nurses (GPNs) communicate lifestyle risk re-
duction with patients presenting for chronic disease consultations.
Qualitative content analysis of video observations.
The audio of 14 video-recorded GPN chronic disease management (CDM) 
consultations were transcribed verbatim. Deductive content analysis was under-
taken using the exploring, guiding, and choosing model, an adaptation of steps used 
in motivational interviewing (MI). Data collection occurred between August 2017 - 
March 2018.
General practice nurses demonstrated relational skills including the use of 
open-ended questions, content reflections, and affirmations. However, greater use 
of collaborative agenda setting, double-sided reflections, summarizing patient pri-
orities, and ‘importance and confidence scales’ could enhance discussions about life-
style risk reduction.
Although GPNs were using some MI techniques, there was room for skill 
development. Enhancing GPNs’ MI skills has the potential to optimize their effective-
ness in communicating about lifestyle risk reduction and the reduction of chronic dis-
ease. Ongoing professional development in MI skills and lifestyle risk communication 
needs to be supported by nurses, workplaces, and educational providers.
This study has identified GPNs’ strengths and challenges in relation to life-
style risk communication. Fostering these skills has the potential to reduce risk of 
lifestyle attributable chronic disease.
counselling, deductive content analysis, general practice, interactions, lifestyle, motivational 
interviewing, nursing, patient relations, primary care, qualitative
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and the United Kingdom have benefitted from funding and policy 
initiatives supporting increased patient demand for services in pri-
mary care (New Zealand Ministry of Health, 2018; Primary Care 
Workforce Commission, 2015; Swerissen, Duckett, & Wright, 2016).
Operating in primary care, the GPNs’ role includes health pro-
motion, illness prevention, and chronic disease management (CDM) 
(Australian Primary Health Care Nurses Association, 2017). An im-
portant part of CDM and health promotion is supporting patient 
self-management through smoking, nutritional, alcohol, and phys-
College of General Practitioners, 2015). While the GPNs’ role in 
CDM is acceptable and feasible to patients and general practi-
tioners (GPs), primary care has been criticized for efforts in redress-
ing the effects of chronic disease, including the under optimization 
of the GPN role (Desborough et al., 2016; Hegney, Patterson, Eley, 
|
Tailoring communication based on patient need facilitates interactions 
and supports patient priorities to address behaviour change (James, 
Halcomb, et al., 2019). This is particularly important for patients with 
chronic conditions who may have decreased capacity to make changes 
in lifestyle behaviours due to underlying social determinants of health, 
illness, and physical capacity (Jolanki & Tynkkynen, 2018). Additionally, 
person-centred approaches to lifestyle risk communication, such as 
motivational interviewing (MI), can be problematic in consultations 
where there are time constraints, unsupportive work environments, a 
lack of privacy, and poor collaborative decision-making between pro-
viders and patients (Jolanki & Tynkkynen, 2018).
Motivational interviewing is a person-centred behaviour change 
approach known to be effective in primary care (Noordman, van der 
Weijden, & van Dulmen, 2012). Techniques practiced in MI, such as 
reflections, affirmations, open questions, and summarizations, are 
viewed positively by patients as they address ambivalence and help 
prepare them for feedback and the goal setting necessary for be-
haviour change (Polcin et al., 2015). Through understanding patient 
motivation and readiness to make behavioural change, there is linkage 
to the ‘Stages of Change’ model, including the steps of pre-contempla-
tion, contemplation, preparation, action, and maintenance (DiClemente 
& Marden Velasquez, 2002). Examples of MI interventions in primary 
care include lifestyle risk reduction targeted at cardiovascular risk fac-
tors and depression treatment adherence (Hardcastle, Taylor, Bailey, 
Despite these MI interventions, there is variability in how commu-
nication about behaviour change is enacted in primary care (Noordman 
et al., 2012). Research examining GPNs’ use of MI has focused on their 
experiences, self-perceived use, training, or quantitative analysis of 
the technique (Huntink, Koetsenruijter, Wensing, & Lieshout, 2019; 
Östlund, Wadensten, Häggström, & Kristofferzon, 2014; Östlund, 
Kristofferzon, Häggström, & Wadensten, 2016; Östlund, Wadensten, 
Kristofferzon, & Häggström, 2015). This study aimed to address a gap in 
the research through qualitative examination of how GPNs support life-
style risk reduction with patients during chronic disease consultations 
using MI techniques.
|
The exploring, guiding, and choosing model focuses on skills and 
techniques needed during MI (Resnicow & McMaster, 2012). 
Exploring includes the assessment of lifestyle and behav-
iour change history, building rapport, and collective decision-
making about lifestyle risk reduction priorities (Resnicow & 
McMaster, 2012). Through actively listening and responding 
respectfully, rapport is developed and priorities are understood 
(Rollnick, Miller, & Butler, 2008). These techniques demonstrate 
GPNs’ interest and encourage patients’ involvement in identi-
fying risky behaviours and risk reduction strategies (Resnicow 
& McMaster, 2012; Rollnick et al., 2008). Exploring techniques 
include the use of open-ended questions, listening, reflec-
tions, exploring ambivalence, and agenda setting (Resnicow & 
McMaster, 2012; Rollnick et al., 2008).
Guiding involves GPNs encouraging patients when they express 
uncertainty about lifestyle change (Resnicow & McMaster, 2012). 
This is informed by strategies such as summarizing reasons for be-
haviour change, rating patients’ perceptions of the importance of 
risk reduction, and their confidence in achieving this, as well as ask-
ing open-ended questions to prompt patients to verbalize change 
talk (Resnicow & McMaster, 2012). Empowering patients to make 
decisions related to lifestyle risk reduction can be supported by 
prioritizing importance, building confidence, or using the ‘elicit-pro-
vide-elicit’ approach, where GPNs use patients’ knowledge needs, 
convey information neutrally, and understand patient interpreta-
tions (Mason & Butler, 2010). Once patients have verbalized be-
haviour change talk, an approach for lifestyle risk reduction can be 
chosen (Resnicow & McMaster, 2012; Rollnick et al., 2008).
Choosing includes goal setting, action planning, barrier resolution, 
and follow-up (Resnicow & McMaster, 2012). Reflecting on information 
provided and presenting options decrease the likelihood of a negative 
reaction to risk reduction (Resnicow & McMaster, 2012). Collaboratively 
establishing strategies to achieve risk reduction requires GPNs to work 
with patients to reduce tensions related to changing behaviour (Mason 
& Butler, 2010; Rollnick et al., 2008). Arranging ongoing support and 
evaluation forms part of the goal setting process (Lenzen, Daniëls, Van 
Bokhoven, Van Der Weijden, & Beurskens, 2015).
|
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This paper seeks to explore how GPNs communicate lifestyle risk 
reduction with patients presenting for chronic disease consultations. 
Specifically, we sought to explore the questions:
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1. What communication skills and techniques do GPNs use to
communicate lifestyle risk reduction with patients presenting
for chronic disease consultations?
2. How are these skills and techniques employed by GPNs to com-
municate lifestyle risk reduction with patients presenting for
chronic disease consultations?
|
This paper is drawn from a concurrent mixed methods project, 
which sought to explore Australian GPNs’ perceptions of, and 
approaches used for lifestyle risk communication. The quantita-
tive component analysed GPNs’ and patients’ non-verbal behav-
iours during video-recorded consultations (James, Desborough, 
McInnes, & Halcomb, 2020). The focus of this paper is a quali-
tative analysis of verbatim transcriptions of a subset of these 
video-recorded consultations. Semi-structured interviews with 
GPNs were also conducted following these consultations and 
their findings are reported elsewhere (James, McInnes, Halcomb, 
& Desborough, 2020).
|
A convenience sample of 15 GPNs and 40 patients were recruited, 
between August 2017–March 2018, from Primary Health Networks 
(PHNs) in the south-east of New South Wales and Australian Capital 
Territory, Australia. PHNs are government-funded organizations that 
support general practices by improving community-based services 
and coordination of care for patients (Department of Health, 2018). 
Recruitment of GPNs occurred through social media and direct 
contact with general practices and professional organizations. 
Registered (baccalaureate prepared or equivalent) nurses (RNs) 
were targeted as they represent the largest nursing group in general 
practice (Australian Primary Health Care Nurses Association, 2018). 
Given the focus of the study, RNs who were employed in a gen-
eral practice and undertook CDM consultations were eligible to 
participate.
Participating patients were recruited by GPNs if they were 
adult, English speaking, and presenting for a GPN CDM consulta-
tion. To reduce selection bias, two to four consecutive eligible pa-
tients were recruited by each GPN. Consultations where chronic 
disease care planning, and, health or nurse-led assessments were 
targeted because of the probability of lifestyle risk reduction 
being discussed.
|
Collection of GPN consent and demographic data was under-
taken by the first author (SJ). Non-participatory video observa-
tion was used to capture GPN and patient consultations due to 
its acceptability, usefulness in understanding communication 
techniques in the clinical setting, static physical positioning of life-
style risk conversations, and to reduce the potential bias of having 
an observer physically present (James, Desborough, McInnes, & 
Halcomb, 2019). Each GPN was orientated to the video recorder 
operation as they were responsible for video recording. GPNs 
collected patient consent, medical, and demographic data prior 
to the consultation. Video recordings of consultations took place 
using two Go Pro Session 4 cameras with micro SD cards (James, 
Desborough, et al., 2019).
|
Due to the large data volume, one representative video was se-
lected from each GPN participant for verbatim transcription by a 
professional transcription service. Transcripts were initially manu-
ally coded by the first author (SJ) using deductive content analysis 
(Elo & Kyngäs, 2008). Categorization was informed by the explor-
ing, guiding, and choosing model (Resnicow & McMaster, 2012). 
Coding data into categories using a model, or structured approach, 
assists in understanding concepts in different contexts (Elo & 
Kyngäs, 2008). Data immersion was achieved by two members 
of the research team (SJ and EH), who reviewed audio files, tran-
scripts, coding, and made notes (Elo & Kyngäs, 2008). Transcripts 
were reviewed several times by the team prior to coding and dis-
crepancies were discussed. All team members contributed to the 
selection of quotations to represent codes. Each member of the 
research team has experience in nursing and qualitative research 
in primary care. Data saturation was thought to have occurred at 
12 GPN-patient consultations and confirmed with analysis of a 
further two consultations.
|
Approval for the study was granted by the University of Wollongong 
Given the nature of video consultations, the storage, transmission, 
and disposal of data were guided by relevant data management 
policies (Australian National Data Service, 2017; National Health 
and Medical Research Council, Australian Research Council, & 
Universities Australia, 2007 (Updated 2018)). Informed consent 
was gained from nurses and patients prior to the commencement 
of recording. Patients were advised that their choice whether or 
not to participate would not have an impact on their relationship 
with the health providers or researchers. As the GPN controlled 
the video recording, it could be paused or stopped if physical ex-
aminations occurred. However, it is not standard practice for full 
physical examinations to occur in these consultations. Limiting ac-
cess to videos to the research team meant privacy, and confiden-
tiality was assured. Pseudonyms were assigned to participants to 
maintain confidentiality.
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|
Lincoln and Guba's (1985) approach of credibility, transferability, 
dependability, confirmability, and authenticity was used to estab-
lish rigour. Credibility was achieved in the validation of content 
through researchers’ experience as a GPN, use of the exploring, 
guiding, and choosing model to underpin the analysis, field notes, and 
video-recorded data (Resnicow & McMaster, 2012). Transferability 
was achieved by giving clear description of methods and participant 
characteristics. Dependability was achieved through transcript 
review, ongoing research team discussion, and careful documen-
tation of field notes and the technique used (James, Desborough, 
et al., 2019). Confirmability was achieved by linking findings from 
this analysis to other findings from the project and the broader lit-
erature. Lastly, authenticity was shown through the verbatim tran-
scription, video recordings, inclusion of participants’ quotations, 
and engagement with the GPNs during the project. Reflexivity was 
ongoing, and involved the research team reflecting on personal bi-
ases and their impact on analysis.
|
|
The 14 consultations in this analysis represented over 7 hr of video-
n = 8; 
SD 10.9). Participant GPNs were all female, with a mean age of 
SD 11.8) (Table 1).
|
As part of new or ongoing care, rapport was established informally 
through reflections, general open, or closed questions. This served 
to invite the patient to lead discussion about general or medical con-
cerns, the consultation or interests:
Diana: …You been behaving yourself?
Patient: Yeah.
Diana:  (laughs).
Patient:  Still waiting for the surgeon to ring back to see when I’m 
going in.
Diana: Are you? Yeah. What are we having done?
Patient: A skin cancer.
At the beginning of the consultation, the reason for attending was 
often clarified by the GPN. The agenda for lifestyle risk discussions was 
either led by the GPNs’ assessment of patient needs or by GP referral:
Bonnie:   So, for this one, really what we're going to do is blood pres-
sure, height, weight, your sugar levels and we'll have a bit 
of a chat about the family history, how you're going with 
the sleep, diet, exercise, those sort of things.
Patient: Okay.
Behavioural assessment identified some specific lifestyle risk fac-
tors, although some GPN assessments were more general:
Janet:  …You've never smoked.
Patient: No.
Janet:  Your diet is well balanced now.
Patient: Yeah. I've taken a lot of the breakfast cereals out.
Other CDM consultations sought to understand behaviours in a more 
detailed way including alignment with diet, alcohol, or exercise guidelines:
Chrissie: What would you eat for breakfast normally?
Patient: Cereal.
Chrissie: What type of cereal is that?
Patient: Muesli and a piece of fruit usually.
Chrissie: Morning tea?
Patient: Either nothing or some nuts, almonds.
When exploring lifestyle risk with patients, statements of affirma-
tion and encouragement were used by GPN participants to facilitate 
discussion and congratulate positive lifestyle choices:
Kate:   …So, I'm actually really happy when I'm hearing you saying 
your bread - what sort of bread?
Patient: Wholegrain.
Kate:  Perfect.
Patient: Nine-grain and I have - I usually have - I like Weet-Bix.
Kate:  Excellent.
GPN Demographics
Bonnie 25 Australia 2 2
Chrissie 27 Australia 7 6
Gloria New Zealand 14 4
Susan Australia 15 4
Pat Australia 19 5
Janet 40 United Kingdom 4 1
Olivia 40 Australia 9 1
Tina 42 Australia 14 9
Stevie Australia 20 7
Diana 49 Australia 12 17
Annie 54 Australia 28 12
Kate 56 Australia 29 18
Joan 58 Australia 8
Kim 66 Australia 7
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Demonstrating their listening and information gathering, GPN par-
ticipants used reflection to clarify understanding and goals:
Patient:  Well that was yeah, that was something I was talking to 
the doctor about as well, just with this - changes going on 
everywhere so I think it's a bit associated with that. It's not 
a lot easier - it's harder to lose weight and easier to gain 
weight.
Bonnie:  Yeah, certainly and particularly if you had an injury any-
way, you're not being able to do the usual things anyway.
Some conversations demonstrated missed opportunities for further 
exploration, agenda setting, or education related to lifestyle risk. For ex-
ample, rather than clarifying what she meant by margarines and explore 
the topic in greater depth, Diana moves on with the consultation:
Diana:  And, you're watching the margarines you have…
Patient:  What margarines?
Diana:  and how much oil you have?
Patient:  Yes.
Diana:  You have been educated on all that. Okay.
|
No GPN participant explored the uncertainty using an importance 
or confidence numerical scale. Similarly, limited summation of life-
style risk discussion was observed. However, some guided patients 
through personalized education, educating them about lifestyle 
risk recommendations to support potential reasons for behaviour 
change:
Bonnie: …. Much alcohol? Do you drink much alcohol?
Patient:  Yeah, once or twice a week I’ll have something to drink. 
Probably I might share a bottle of wine or something like 
that on a Friday night or Saturday night. A couple of beers 
with it, sometimes.
Bonnie:  So keeping to the - the recommendation is one or two. 
When you get to sort of four, five, six or more, then that's a 
bit much.
To assist prioritization of areas where lifestyle risk reduction may 
have been needed, GPNs attempted to lead patients by revisiting top-
ics, including past successes in the same consultation:
Patient: …I don't think I've lost any weight.
................................. 
Patient: ....Just not motivated.
Tina: Like motivated like you were.
.................................
Patient:  …Well, I should be motivated, I'm planning on going to 
Western Australia next year, so I should be getting mo-
tivated. …
Tina:   Then you think - once you've got something to work to-
wards, that will - yeah.
Patient: I hope so.
.....................................
Tina:  What would your aims be for before you head over there?
Patient:  I haven't really thought about that, just putting a date 
down, that's the first thing.
Tina:   Before you went to Europe you had that - you were really 
motivated to - you know, because you wanted to be able 
to walk around and that was - what would be your thing 
that you want to…
..........................................
Tina:   No lectures, it's just, you know, channel that - whatever it 
is that's going to - it sounds like it's going to be locking in a 
date will help you.
Patient: It will be fairly important.
|
Some GPNs encouraged patients to engage in goal setting, through 
content reflections, suggesting options, and barrier resolution for 
lifestyle risk reduction. These discussions were often lengthy and 
involved action planning, where patients discussed steps toward 
achieving the desired goal. In this example, the GPN and patient dis-
cuss the barriers of lung capacity, glasses, and uneven paths before a 
plan for physical activity is resolved:
Kate:    …How else - what else are you thinking you might be able 
to do? Because most people have some sort of a plan. If 
you're concerned about moving and that's wearing you 
out, what else are you thinking you might be able to do?
Patient:   There isn't anything that I can come up with. I can walk, but 
I have trouble. These are [multifocals] and I can't see when I 
walk. The lady at the optometrist said yes, these can affect 
your sight. I don't enjoy it, worrying where I'm walking.
........................................
Kate:   …Sometimes it's really hard to…
Patient:  Get going. [Partner's name] walks, I don't. I'll puff if I go 
from the back door down to our little garden area where 
we grow veggies and stuff. I shouldn't, but I do. I'm sure it's 
just more the weight.
……………………………
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Kate:  When you say that, that concerns me. So, let's make sure 
that you've got good lung function. This is something you'll 
go over with the doctor. Sometimes, adding in a puffer can 
assist…
.........................................
Kate:  That's really interesting …, that you know you'd like to move 
some more, you're getting a bit breathless, so you're checking 
out doing some basic stuff to make sure if we can assist with 
your lung function. But when you try to walk, your glasses 
are actually what makes it difficult.
……………………………..
Patient:   I could most probably go without the glasses to walk. It's 
something that I just haven't…
…………………………….
Kate:   Why don't you try that?
Patient:   I will. I'll speak to [Partner's name] because he's more than 
happy to have a bit of walk around.
........................................
Patient:   …To start with, I think rather than go for the walks because 
the roads are all uneven…
Kate:   Yeah, they're shocking.
Patient:   …we have concrete verandas the whole way round the 
house. Now, I thought maybe if I just do that a few times 
and see how that goes, because it is level and it's easy to 
walk.
Kate:    One of the things to think about it is rather than thinking 
I've gone around 10 times, just look at a time.
Patient: Do it for five minutes or two minutes, or 10.
Options for lifestyle change were sometimes presented through 
closed questions and statements that prompted a simple answer rather 
than encouraging a more detailed response:
Bonnie:  Are you taking the skin off the chicken, cutting extra fat 
off?
Patient: Yeah, yeah.
However, when GPNs used open-ended questions, commitment 
talk often followed:
Susan:   So in order for us to stay on track, what do you think we 
need to do?
Patient:  Well, I’ve got to get back into the diet; that's virtually it. 
I’ve just got to get back to the proper eating again and not 
so much takeaway's which I do love ….
Sometimes reflection and affirming statements were used to 
encourage patient discussion and show empathy for barriers to risk 
reduction:
Patient:  Yeah, I seem to still - I mean after - they [exercise physiol-
ogist] got me walking doing three lots of walking each time 
and it started off with maybe three minutes and I think it 
got to about a five-minute walk.
Because I was counting it - three was all right, I could handle that, 
but as they progressed me up the scale, I was finding it more and more 
difficult.
Susan:  More and more difficult, yes.
Patient:  When I was - even when I was only doing the five-minute 
was counting the laps so then I know I’ve only got to go…
Susan:  Counting it down.
Some GPNs referred patients to allied health professionals as a 
means to address risk behaviours. Discussions related to this included 
education about allied health roles and the referral process:
Joan:   …So it's going to be important though… to see a dietician, 
it's going to be really important. That's the whole and com-
plete kind of picture and stuff and really the best program 
is through community health, because you meet the dia-
betes educator. Do you have a follow up appointment with 
[diabetes educator's name]? I don't think so do you?
Patient:  No.
Joan:    No, there'll be a diabetes educator, there'll be a dietician, 
there'll be an exercise physiologist and they do group 
classes once a week for about six weeks. So will that be 
manageable for you with work?
Patient:  Yeah.
Follow-up with patients often occurred as a result of referral from 
the GP or revisiting goals from a previous consultation with the GPN:
Pat:   …So you had the care plan done in March and the main 
concerns that you talked to [GPN’s name] about at that 
time was your breathlessness, which is limiting your activ-
ity and things that you're able to do for yourself and it was 
affecting your sleep as well at that time and some increas-
ing anxiety which probably associated with being short of 
breath. Does that sound about right?
Patient: [nods].
……………………………
Pat: [GPN’s name] talked about physical activity and you were 
doing some walking down around the memorial gardens? 
Patient: Yep. I still do that.
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At the same time as providing guidance and support, GPNs ac-
knowledged and accepted patients’ decisions and choices related to 
managing their lifestyle risk behaviours:
Kate:   Absolutely. Do you know, I'd really love to contact (exer-
cise physiologist's name). I think you'd almost, but it's up to 
you. You don't have to. I can see the look on your face.
Patient: No, I'm sort of…
Kate:   Because one-on-one maybe with (exercise physiologist's 
name). When you're saying that you're muscle-wasting, 
she can work out stuff that you can do sitting in the chair 
with two cans of beans.
Patient: Yeah.
Kate:   But how much do we do to help our muscles and that's 
where she's got all of that expertise for what really helps. 
Would you like me to send her a referral or not? Or do you 
want to see how you go?
Patient:  Let me see how I go for the next month and if I can get 
myself organised, I'll be right. It's just a matter of getting 
used it.
|
Limited previous literature has explored GPNs’ lifestyle risk commu-
nication using the exploring, guiding, and choosing model (Resnicow & 
McMaster, 2012). The GPNs’ communication of relational aspects of 
lifestyle risk reduction in this study demonstrated both strengths and 
areas for enhancement. Maintaining rapport during consultations al-
lowed GPNs’ scope to use communication strategies for understanding 
patients’ risk factors and to consider potential interventions to address 
these, such as the barrier resolution and referrals that followed. The ex-
ploring, guiding, and choosing model (Resnicow & McMaster, 2012) was a 
useful tool to identify these strengths, as well as missed opportunities 
for further exploration, agenda setting, or education related to lifestyle 
risk. Hence, areas where GPNs can potentially be supported to up-skill 
can be focussed on as a result of this evidence.
|
Following initial rapport building, GPNs explored lifestyle risk as 
part of routine CDM consultations using open-ended questions 
and listening. Listening was demonstrated through content reflec-
tions or paraphrasing – an effective means of gathering informa-
tion and building further rapport (James, McInnes, et al., 2020; 
Resnicow & McMaster, 2012). Reflections are more effective than 
questions in supporting patient views and choices and encouraging 
patient information sharing, although content and tone need to mir-
ror the patients’ dialogue (Dobber et al., 2019; Polcin et al., 2015; 
Resnicow & McMaster, 2012). However, double-sided reflections, 
not demonstrated in this study, help focus discussion and explore 
ambivalence by rationalizing reasons for and against changing be-
haviour (Resnicow & McMaster, 2012). This can be achieved through 
empathy, facilitation of patient change talk, and preparation of pa-
tients for potential problems in lifestyle risk reduction (Apodaca 
et al., 2016; Dobber et al., 2019; Polcin et al., 2015; Resnicow & 
McMaster, 2012). The use of this technique might have added value 
in some of the consultations.
Other techniques, such as establishing a collaborative or equal 
relationship approach when determining the agenda for change, are 
known to support patient autonomy and engagement in the likeli-
hood of lifestyle change (Moyers, 2014). However, participants in 
this study followed the kind of GPN question/patient response for-
mat that has been demonstrated in previous studies examining con-
sultations (Östlund, Kristofferzon, Häggström, & Wadensten, 2015; 
Polcin et al., 2015; Pollak, Childers, & Arnold, 2011). This non-col-
laborative approach is aligned to the CDM remuneration structure 
or GPNs’ agenda, rather than the patients’. Other barriers to sup-
porting collaborative approaches to behaviour change are the ad 
hoc nature of GPN professional development in the communication 
of lifestyle risk reduction, time, and a lack of organizational support 
(Halcomb, Meadley, & Streeter, 2009; Östlund, Wadensten, et al., 
2015; Sonntag et al., 2012).
|
GPNs’ relational continuity with patients places them in an ideal posi-
tion to monitor and guide lifestyle risk discussions over time (James, 
McInnes, et al., 2020). Effective communication about lifestyle risk 
also depends on patients’ readiness to do so (Rollnick, Kinnersley, & 
may be offered educational information regarding lifestyle guide-
Participants in this study demonstrated the use of lifestyle guideline 
education as a means of motivating patients for change. However, 
directive approaches, giving advice, and generic health messages, 
such as lifestyle guidelines, can be resisted by patients and reduce 
the likelihood of lifestyle risk reduction (Östlund, Kristofferzon, 
et al., 2015; Rollnick & Miller, 1995). Instead, ascertaining patient 
readiness through using ‘confidence and importance scales’ or an 
‘elicit-provide-elicit framework’ helps individuals to process and 
verbalize information in a personally applicable way (Resnicow & 
McMaster, 2012). Following this, summarizing patient priorities and 
choices for lifestyle risk reduction, while requiring effort, demon-
strates the GPNs’ listening skills and clarifies understanding (Mason 
& Butler, 2010; Sonntag et al., 2012).
|
Where GPNs demonstrated goal setting, this was based on assess-
ment and discussion during the consultation and involved content re-
flections, suggestions, and barrier resolution. When lifestyle-related 
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goal setting is limited, it may be due to competing clinical priorities, 
referrals to allied health practitioners for this task, lack of GPNs’ 
skills in goal setting, or patient readiness for behaviour change. In 
our study, when GPNs used open-ended questions to explore pa-
tients’ strategies for meeting lifestyle goals, this facilitated commit-
ment talk. To explore and affirm patient choices about lifestyle risk 
reduction options and to progress patients from talk about sustain-
ing existing behaviours to change talk, further use of open-ended 
questions and reflections needs to occur (Östlund et al., 2016; 
Rollnick, Miller, & Butler, 2007). These strategies would provide re-
lational support, understand patient perceptions and experiences, 
and promote autonomy, commitment language, and outcomes in be-
haviour change (Hardcastle, Fortier, Blake, & Hagger, 2017; Östlund 
et al., 2016; Rollnick et al., 2007).
|
It is possible that those general practices, GPNs, and patients ac-
tively engaged in lifestyle risk prevention or CDM were more willing 
to be video-recorded than those who were not. Given the nature 
of qualitative research and data volume, analysis was limited to a 
subset of consultations where lifestyle risk factors were discussed. 
Concerns about selection bias in the study have been mitigated 
through the selection of representative GPN-patient lifestyle risk 
consultations. Additionally, consultations were not dedicated to MI 
and while rapport building was identified in the data, additional rap-
port building activities might have taken place prior to the start of 
the video-recorded consultation. Further research could explore pa-
tient techniques during conversations with GPNs about lifestyle risk 
as well as patient outcomes following these.
|
General practice nurses are ideally placed to support reductions 
in chronic disease through discussions about lifestyle risk factors 
with patients. This study provides unique insights into GPNs use 
of MI in clinical practice. The GPNs showed skills supporting re-
lational aspects of MI such as open-ended questions, affirmation, 
content reflections, and emotional support. Developing and lever-
aging these skills alongside implementing other strategies that were 
seen less often, including collaboration in agenda and goal-setting, 
double-sided reflections, summarizing, an ‘elicit-provide-elicit’ ap-
proach, and use of ‘importance and confidence scales’, would bet-
ter support patients in lifestyle risk reduction. Our findings suggest 
that the GPNs in this study would benefit from further professional 
and skill development related to these aspects of lifestyle risk 
communication.
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In what circumstances do you talk to patients about lifestyle risk?
What sorts of things do you discuss in CDM consultations?
What do you see as your role when discussing lifestyle risk with patients?
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discussions of lifestyle risk with patients? (What makes it hard for you to have 
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Abstract. Lifestyle risk factors are antecedents to many chronic conditions and are largely modifiable. Health
professional support is often sought to reduce lifestyle risk. The ongoing relationship general practice nurses typically
have with patients situates them ideally to provide this support. This paper explores the barriers and facilitators to lifestyle
risk communication by registered nurses (RNs) in Australian general practice. Fifteen general practice RNs from south-
eastern Australia participated in semistructured interviews. Verbatim transcriptions of the audio-recorded interviewswere
analysed using thematic analysis. Six themes emerged in terms of perceived barriers and facilitators: educational
preparation and confidence; organisational and funding arrangements; lifestyle risk prioritisation; organisational support;
autonomous roles; and supporting patients’ needs. Although communication about lifestyle risk factors is within the
general practice nurses’ scope of practice, concerted efforts fostering interdisciplinary collaboration, the prioritisation of
time, funding and educational opportunities would better support this role, at the same time optimising chronic disease
management and patient outcomes.
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Introduction
General practice consultations are becoming more complex due
to increases in chronic disease prevalence and multimorbidity
(Britt et al. 2016). This complexity creates a need for robust
chronic disease management (CDM) activities such as health
assessment, care planning and team care coordination (Britt
et al. 2016). Although supportive policy and funding arrange-
ments target the often-complicated nature of CDM, it is recog-
nised that fundingmodels and clinicians could domore to reduce
the burden of chronic disease (Swerissen et al. 2016).
Internationally, rates of chronic disease have increased
(World Health Organization (WHO) 2018), with 42–60% of
adults in the UK, US and Australia having one or more chronic
disease (Barnett et al. 2012; Australian Bureau of Statistics
2018; Centers for Disease Control and Prevention 2019). In
addition, hypertension, overweight/obesity and some cancers
are often caused by modifiable lifestyle risk factors, including
smoking, inadequate nutrition, unsafe alcohol consumption and
insufficient physical activity (WHO 2018). Strategies that
facilitate the reduction of lifestyle risk have significant potential
to improve the health of the community, thus reducing health
costs, increasing quality of life and enhancing productivity.
To support patient prioritisation and commitment to lifestyle
risk reduction, health professionals are involved in promoting
and supporting lifestyle change. Strategies include interactional
and technical elements such as relational and patient factors,
nonverbal communication, and behaviour change techniques,
includingmotivational interviewing (James et al. 2020a, 2020b,
2020c; Resnicow and McMaster 2012). Conversations addres-
sing lifestyle risk require time to build rapport, knowledge,
confidence and skill on the part of the health professional (Laws
et al. 2008; James et al. 2019). General practice nurses (GPNs)
are ideally placed to have conversations with patients about
lifestyle risk due to their presence within the community and
ongoing relationships with patients (Halcomb et al. 2017).
In Australia, GPNs are enrolled (diploma prepared) or regis-
tered (baccalaureate prepared or equivalent) nurses employed by
general practices in a small business or corporate chain model
(Halcomb et al. 2018). In response to supportive policy and
funding arrangements, the role of the Australian GPN has devel-
oped rapidly in the past two decades and involves activities such
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as CDM, health promotion and disease prevention (Halcomb
et al. 2014). Government incentives, such as the Practice Nurse
Incentive Program (PNIP), aim to support enhanced and
expanded roles for GPNs (Department of Health 2019). Despite
this block funding, the role is constrained by several barriers,
including workplace priorities, GPN retention, educational sup-
port and GPNs’ ability to work to full scope of practice (Halcomb
et al. 2008; Desborough et al. 2016). This paper describes
facilitators and barriers to one aspect of the GPN role, namely
lifestyle risk communication. Although GPNs are effective in
assisting patients with lifestyle risk reduction (Zwar et al. 2015,
2017), there is little research about GPNs’ experiences when
providing this support or whether these experiences resonate with
barriers and facilitators of the broader role (James et al. 2019).
Methods
Design
This paper is part of a concurrent mixed-methods project
exploring GPNs’ perceptions of lifestyle risk communication
through a combination of video observations and GPN inter-
views. Due to the large volume of data and their different foci,
the data have been reported in a series of publications (James
et al. 2020a, 2020b, 2020c). This paper reports the barriers and
facilitators to lifestyle risk communication described by GPNs
during the interviews. These interviews were undertaken using a
qualitative descriptive methodology. Qualitative descriptive
studies are exploratory and are used to describe phenomena not
previously well understood (Neergaard et al. 2009).
Participants and recruitment
Aconvenience sample of 15 registered nurses (RNs)was recruited
from the Australian Capital Territory and South-East New South
Wales primary health networks in Australia. Participants were
recruited from 14 general practices located in both rural and
metropolitan settings. RNs were selected as the focus of this study
because they represent the majority of GPNs (Australian Primary
Health Care Nurses Association (APNA) 2018).
Recruitment occurred via telephone, email, facsimile, social
media and advertising through professional bodies, including
the two primary health networks and the APNA. The primary
investigator (PI; SJ) also promoted the study at GPN education
sessions.
Prospective participants contacted the PI to receive further
information if they were willing to take part in the study. A
mutually agreeable time for data collection was organised
between the PI, GPN and practice. Participants first took part
in the video observation of CDM consultations. They were then
asked whether they would like to participate in the interview
component of the study. All GPNs who participated in the video
observation phase agreed to participate in the interviews.
Recruitment and data collection occurred between August
2017 and March 2018.
Data collection
A semistructured interview schedule was developed by the
research team following an integrative literature review (James
et al. 2019; Box 1). The research team consisted of a PhD can-
didate with clinical experience as a GPN (SJ) and three
doctorally prepared RNs (EH, JD, SMc) with experience in both
qualitative and primary care research. Interviews were con-
ducted by the PI via telephone or face to face, depending on
geographical location. Prompts were used to encourage parti-
cipants to elaborate on responses. Interviews were audio
recorded and, after each interview, field notes were written to
reflect on and describe data collection. Data saturation was
thought to have occurred when no new themes emerged at 13
interviews. Two additional interviews were undertaken to
ensure saturation was achieved.
Data analysis
Identifying data were removed from the transcripts before they
were uploaded into NVivo Version 11 (QSR International,
Melbourne, Vic., Australia) for analysis. Thematic analysis was
informed by the process described by Braun and Clarke (2006).
This consisted of data familiarisation, code generation, theme
collation, theme review, theme definition and reporting (Braun
and Clarke 2006). Codes and themes were organised by the PI
and confirmed with all authors. During analysis, comparisons
were made between data and themes. Theme consensus was
achieved through team discussion.
Rigour
The criteria outlined by Lincoln and Guba (1985), of credibility,
transferability, dependability, confirmability and authenticity,
were used to establish trustworthiness. Strategies to establish
credibility included prolonged engagement of the researcher in
the setting, peer debriefing between the research team and
confirming the findings with other data from within the study.
Transferability was achieved through the recruitment of a rep-
resentative sample of GPNs from both corporate and small
business-based practices and providing a thick description of the
data. To ensure dependability, the research team openly and
regularly discussed their interpretations. Finally, confirmability
was demonstrated via the research team’s reflexivity and the
presence of an audit trail to follow the decision-making
processes.
Ethical considerations
The study was approved by the University of Wollongong
Human Research Ethics Committee (Approval no. 2016/381).
Participation in the study was voluntary. Each GPN signed a
written consent form before data collection. To ensure ano-
nymity, identifying data were removed and participants were
given pseudonyms for use in publications.
Box 1. Examples of interview questions
What do you see as your role when discussing lifestyle risk with
patients?
What are some aspects of your role, which enable you to undertake
discussions of lifestyle risk with patients? (What makes it easier for
you to have conversations about lifestyle risk?)
What are some aspects of your role, which are barriers for you to
undertake discussions of lifestyle risk with patients? (What makes it
hard for you to have conversations about lifestyle risk?)




All 15 GPNs (employed in 14 general practices) who partici-
pated in the video observations were interviewed. The mean
duration of the interviews was 24.3 min (range 16.3–36.0 min).
All participants were female and had worked as a GPN for a
mean of 7.4 years (Table 1).
Thematic structure
When discussing ‘barriers’ to lifestyle risk communication,
three themes emerged from the data: educational preparation
and confidence; organisational and funding arrangements; and
lifestyle risk prioritisation. Similarly, three themes emerged in
relation to ‘facilitators’: organisational support; autonomous
roles; and supporting patients’ needs.
Barriers to lifestyle risk communication
Educational preparation and confidence
Educational preparation, ongoing professional development
and GPN confidence all affected the level of engagement
participants described with lifestyle risk communication. Many
participants expressed a desire to develop their role in this area
of practice:
Sometimes I feel like a bit of a fraud. I feel like it’s going
to be bigger than my scope, but I would like it to be my
scope [Pat].
Differences in participants’ education type constrained their
scope of practice and confidence in lifestyle risk communica-
tion. Some participants had covered aspects of lifestyle risk
reduction as part of their own professional development, such as
‘diabetes training and spirometry training and asthma training’
[Stevie]. However, most described limited specific education in
lifestyle risk reduction and communication strategies, with some
relying on past knowledge and experience:
Sometimes in my head, I’m thinking oh crap, what am I
going to do, how am I going to help you fix this, but I don’t
really feel like I have the education, or I don’t have the
knowledge to back that up [Pat].
For some, this lack of confidence in their knowledge meant
that they would sometimes not engage in conversations:
I perhaps sometimes feel like maybe I don’t have the right
information for them, or that some information has
changed over the years, since doing – I might have done
diabetes education 10 years ago. I don’t think there’s that
many vast changes, but I guess, maybe, that I don’t know
everything, and I don’t want to tell the patient the wrong
thing, so maybe I won’t say anything at all [Annie].
Participants wanted accessible education, but factors such as
changes in primary health care organisations, workplace priori-
ties, time, location, remuneration and ‘the costs involved and
being away from family’ [Nancy] impacted on this:
We’re not given a lot of education now,we do a lot of stuff
online. We don’t have a lot organised in this area
anymoreybecause it’s a wider area they’re [the primary
health network] looking after now [Diana].
They would be good to attend, but who’s got time for that
stuff. [Laughs] I mean, I’m busy already. But you know,
like if we got paid to go to these things [Gloria].
Organisational and funding arrangements
Workplace organisation, time, and targeted billing arrange-
ments were described as constraining the prioritisation of
lifestyle risk communication. ‘Feeling that you have to see as
many patients as you possibly can’ [Susan] was a barrier to
GPNs discussing lifestyle risk with patients:
yif I was allocated more time, I probably would con-
sciously dedicate more time to that education component.
At the moment, I feel likeymy role is to do the assess-
ment,yand shove them up to the doctor [Annie].
We are looking to have a more secluded setting, so there’s
less interruptions and distractions, which can be off
putting for the nurse, as well as the patient [Susan].
Despite practices receiving government block financial
incentives for GPN services, most lifestyle risk discussions
Table 1. Demographics of general practice nurses
Unless indicated otherwise, data are given as n (%). s.d., standard deviation
Age (years)












Bachelor degree 8 (53.3)
Masters degree 3 (20.0)
Graduate diploma 2 (13.3)
Hospital certificate or diploma 2 (13.3)
Time working as registered nurse (RN) (years)






Time working as general practice nurse (GPN) (years)
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regarding GPNs’ time were related to billing and the need to
involve GPs to meet criteria for Medicare reimbursement:
yto have these conversations with patients, for the
practice to pay me to sit and do my job, the GP has to
be involvedySo funding is a major barrier [Chrissie].
However, some participants and practices showed initiative
by regularly incorporating lifestyle risk discussions within
consultations, despite funding constraints:
We don’t get any billing for it [lifestyle risk communica-
tion]. That means that we have to invent ways of getting
around that to prove that it’s important [Bonnie].
yif they just see the nurse, its 10997 [item number], and
then if we try and take an [electrocardiogram] and an
[ankle–brachial index], incorporate it [lifestyle risk com-
munication] for the index, and sowe can bill those, because
they have their own item number. If we see a patient for
a [chronic obstructive pulmonary disease] review, we
always do a spirometry or an asthma reviewyand talk
about their, like potential to quit smoking, or reduce their
smoking [Chrissie].
Lifestyle risk prioritisation
Rather than routinely discussing lifestyle risk prevention or
reduction, the GPNs’ perceived relevance for discussing life-
style risk was influenced by the prioritisation of this compared
with other clinical tasks:
Usually what I say is that we go through height, weight,
blood pressure, sort of your physical measurements. Then
we talk mostly about diet and exercise, a little bit of
alcohol and smoking if they’re relevant. That’s probably it
[Bonnie].
A lot of people I thinkyI haven’t got time for that
[lifestyle risk communication]yThey think it’s not as
important. They don’t prioritise it as much as direct
clinical care [Stevie].
Participants also spoke about how patient factors such as
‘health literacy’ [Joan] and patients’ life or medical stressors
effected the perceived prioritisation of lifestyle risk reduction:
ysometimes their life is really, really hard and they
can’t – they actually – it’s too much to ask to even cook
one mealyit can be seen as silly or trivial to be talking to
somebody about that when they’ve got homelessness or
they’ve got – there’s bigger issues for them right now
[Tina].
Facilitators to lifestyle risk communication
Organisational support
Some participants perceived that opportunistic discussions,
as part of other initiatives targeting patients at risk, were
beneficial for conversations about lifestyle risk reduction:
yso a lot of it is opportunistic, so it might not be at the
time of the review or the renewal period, but when they
pop in for a vaccination or something, you normallymight
get five, 10 minutes where you can just say, ‘Hey, how’s
that going?’ [Susan].
There was evidence that some practices valued GPNs’ role in
lifestyle risk communication by ensuring resources, support and
appropriate time allocation. This included GP and administra-
tive support through the provision of a private consultation
space, reminders and facilitation of GPN appointments:
Having the time, having GP respect, that you can work
autonomously, and they’re not going to come in and
contradict you. Their confidence in my abilities is quite
good as well, so they’re enablers. Them coming into the
room is an enabler. Having a consult room of its own,
where I don’t have to move around, is an enabler [Joan].
The general practice team’s collaboration and support was
seen as necessary to encourage and reinforce GPNs’ roles in
lifestyle risk communication. This seemed to take place within
practices during or between consults or team meetings:
So the GPs have to be on board with ityit’s one thing for
the nurses to sit and do all of this, but the GP kind of needs
to be signing off on everything, and working with the
nurse. Because often a patient may say that they don’t
want to have a talk to the nurse about lifestyle risk, but if
the GP said that it was a good idea, then they might do it.
Having your reception team on board too [Chrissie].
I mean, at the practice here we do have lots of communi-
cation with the doctors and the nurses. So every morning
there’s a morning meeting and that’s often a big part of
planning our day [Tina].
Autonomous roles
Some participants valued their role as educators and knowl-
edge facilitators:
yto try to identify where there’s gaps in their [patients’]
knowledge and then to let them know what we know as
health professionals to assist patients in lifestyle risk
reduction [Kate].
These GPNs had worked to enhance their education, experi-
ence, confidence and accountability, developing more autono-
mous roles to effectively facilitate discussions with patients
about lifestyle risk reduction:
yit’s more nurse-led, which means it’s really important
that we can give that advice on the day accurately,
properlyyCan’t rely on just going oh, the doctor, talk
with them about this. So a bit more responsibility and
accountability and planningyBecause the autonomy of
that has been really useful, it’s made us all become more
confident in what we’re saying and know what we’re
saying [Bonnie].
Supporting patients’ needs
GPNs’ prioritisation of referrals and navigation of care needs
was informed by gaining insight into what patients’ ‘main
concerns are with their healthywhat is concerning them the
most, andwhat they feel theymight like to change’ [Pat]. This, in
D Australian Journal of Primary Health S. James et al.
269
turn, was seen to facilitate patients’ functional needs, supporting
lifestyle risk reduction:
ywe’ll get requests from say theGP, I need this person to
go to exercise physiology, needs to get more active, and
the person will say but I need to go to the podiatrist, my
feet are so bad I can’t walk about too much, that’s more
important to me. We’ll get their feet right, then they can
go and start on their exercises [Kim].
Discussion
This study highlights the barriers and facilitators that may affect
GPNs’ lifestyle risk communication with patients. A lack of
educational preparation and confidence, organisational and
funding arrangements and lifestyle risk prioritisation were all
identified as barriers to the participating GPNs’ communication
with patients about lifestyle risk. However, organisational sup-
port, autonomous roles and understanding what patients iden-
tified as needs were all seen to facilitate these discussions.
Understanding these barriers and facilitators is important to
inform strategies facilitating GPNs to work to the extent of the
RN potential scope of practice. Optimising the facilitators and
addressing the barriers highlighted in this study has the potential
to enhance the GPN role and contribute to better lifestyle risk
reduction in general practice.
Communicating lifestyle risk is often opportunistic, where
current knowledge, effective communication skills and experi-
ence are required for a GPN’s self-efficacy in supporting
behaviour change (Laws et al. 2009; James et al. 2020b).
Ensuring access to professional development opportunities to
enhance effective communication techniques is required for
GPNs’ role development and confidence, and to support patient
willingness for lifestyle risk reduction (Laws et al. 2009; Chan
et al. 2012; James et al. 2020c). In this study, many participants
identified a lack of recent professional development relating to
the content and communication of lifestyle risk conversations. It
is important that GPNs take responsibility for undertaking
appropriate professional development to ensure that they are
well prepared for all aspects of their practice. Halcomb et al.
(2014) identified that GPN professional development is largely
provided on an ad hoc online or short course basis, with little
peer review. In addition, professional development that supports
tasks that provide practice remuneration, such as immunisations
and diabetes care, are often seen as being of higher priority than
communicating lifestyle risk (Halcomb et al. 2014). Therefore,
to address participants’ concerns about professional develop-
ment, GPNs, workplaces and education providers need to
prioritise this area of professional development and address
the barriers to GPN access to such education (James et al. 2020b;
Halcomb et al. 2018).
Despite existing funding mechanisms, workplace organisa-
tion enabled some GPN participants to work autonomously.
Similar to the broader literature about the role, most participants
perceived that their role and scope of practice in lifestyle risk
communication was influenced by GPs and practice organisa-
tion (Jansink et al. 2010; Halcomb et al. 2014; Lorch et al. 2015;
James et al. 2020b). Concerns about effectively using GPNs to
their full scope of practice are not new (Halcomb et al. 2014;
Desborough et al. 2016). Health promotion and preventive care
form part of the GPN role, where discussions relating to lifestyle
risk can be incorporated into many aspects of care (James et al.
2019). To improve and facilitate opportunities for lifestyle risk
discussions, the GPNs’ scope of practice needs to be better
understood and supported by all stakeholders.
Most participants reported undertaking opportunistic, rather
than prioritised, discussion about lifestyle risk, indicating that
more could be done to prioritise this at the practice level.
However, engaging patients in decisionmaking about their health
is more difficult for those who are vulnerable, unwell, have poor
health literacy or little means to improve their health (Jolanki
and Tynkkynen 2018). Participants acknowledged that other
life stressors, such as homelessness or food security, may be of
greater concern for patients than addressing lifestyle risk. Will-
ingness and funding support is needed to ensure the appropriate
allocation of GPN time and interventions necessary to support
patient needs. Supporting therapeutic relationships through
patient-centred communication techniques such as listening and
trusting patient self-knowledge enables people to manage their
health and readiness for lifestyle change in line with their unique
needs at that time (Desborough et al. 2017; James et al. 2020b).
Findings from this study highlight that collaborative work-
place relationships supported lifestyle risk communication. This
confirms previous findings that opportunities such as team
meetings, cooperation between GPNs and allied health provi-
ders, GP and administrative support, non-hierarchical work-
places and regular structured communication can enhance care
quality, including lifestyle risk reduction discussions (Jansink
et al. 2010; McInnes et al. 2017). Effective collaboration
between providers in lifestyle risk reduction can be linked to
improvements in patient outcomes, organisational culture and
cost benefits (Fiscella and McDaniel 2018).
Limitations
Because the interview participants were drawn from GPNs who
had participated in the initial video observation, this may have
precluded some GPNs from taking part if they did not wish to be
video recorded in their practice. It is also possible that only
GPNs from practices receptive to research and preventive
models of care were willing to participate. Although this study
provides a unique picture of the barriers and facilitators to
supporting lifestyle risk communication as perceived by GPNs,
future research should consider patients’ perspectives and fur-
ther explore GPN education and professional development in
lifestyle risk communication, behaviour change and supporting
patient health literacy.
Conclusion
Communicating with patients about lifestyle risk reduction is a
key aspect of GPNs’ role in health promotion and CDM. How-
ever, the barriers of competing clinical demands, professional
development and organisational support have been highlighted
in this study. These barriers provide insight into areas that need
to be addressed at a practice and policy level if the full value of
the GPN role is to be realised. In addition, addressing current
funding mechanisms supporting and facilitating autonomous
GPN roles in communicating lifestyle risk has the potential to
enhance the prevention and management of chronic disease.
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